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Editorial
Violence can be prevented
Violence permeates and profoundly affects almost every aspect of our lives in South Africa. It poses a significant
threat to the overall health and well-being of our nation and has a negative impact on development. Major
strides are being made internationally in how to best respond to provide services for survivors of violence,
particularly in the field of gender-based violence.1 There is, however, an urgent need to complement what is
being done in the field of response with primary prevention programming.
Violence can be prevented. Limited evidence on what works to prevent violence before it occurs and the
capacity to develop and deliver evidence-based programmes have been major barriers to the prevention
agenda – but this is changing. South Africa is leading the way in building evidence for the primary prevention
of violence in low- and middle-income countries, particularly in the area of gender-based violence. Promising
practices in stopping violence before it starts, based on clear theoretical frameworks, informed by local
practices and rooted in risk factors that drive the violence, are available for adaptation and potential scale-up in
South Africa.2 This special edition of SACQ is dedicated to the violence prevention efforts currently underway in
the country.
Violence prevention generally falls into three categories: primary, secondary and tertiary. Simply put,
primary prevention of violence includes programmes that aim to prevent violence before someone is
harmed, while secondary and tertiary prevention are those programmes that intervene early, or follow after
violence has occurred, aiming to prevent its recurrence. Primary prevention programmes usually engage
with all people, whereas secondary and tertiary prevention programmes work with high-risk groups, victimsurvivors or perpetrators.
In this edition of SACQ we focus on primary prevention programmes – those programmes aiming to address
the factors that increase the risk of someone perpetrating or becoming a victim of violence. It is important to
highlight that all forms of prevention (primary, secondary and tertiary) are important, and in many instances
are connected.
Understanding what drives violence is a critical aspect of primary prevention programmes. Violence against
women, for example, is fundamentally about gender inequality, and is to a great extent related to gender norms
and relationship factors. Men’s use of violence is also related to beliefs about masculinity, i.e. being tough,
sexual performance and being dominant over women. Men’s experiences of violence, particularly in childhood,
are strongly associated with their perpetration of violence against women as adults.3
An increasing body of literature shows us that there are linkages between different forms of violence. It is
therefore not surprising that in some instances different forms of violence share the same risk factors.4 This
research has implications for intervention and prevention programmes: firstly, several risk factors are rooted in
childhood and thus violence prevention efforts must begin in childhood; and secondly, the linkages between
different forms of violence suggest that targeting key shared risk factors may strengthen the impact of violence
prevention programmes.
By intervening early we can profoundly influence the life trajectory of children and invest in a long-term and longlasting violence prevention effort. In their commentary, Sarah Skeen and colleagues note that early intervention
sets a strong foundation for lifelong violence prevention. Compelling research by Cathy Ward and colleagues
on the connections between parenting, childhood aggression and mental health shows how parenting stress,
parents’ relationship difficulties and their mental health problems have a direct impact on the behaviour of their
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children, thus concluding that interventions supporting parents are essential in violence prevention. Parenting
programmes that help parents develop safe and secure attachments with their children, promote positive
discipline strategies with their children, and implement mental health promotion and adaptive coping strategies
in their lives can inoculate against the contagion of violence throughout lives and across generations. This is
further supported by Joanne Phyfer and Lorenzo Wakefield. In their article they argue for increased intersections
between the delivery of early childhood development services and the primary prevention of violence in South
Africa, but note the lack of a policy framework for the nationwide scale-up of evidence-based programmes.
Evidence-based programmes are those programmes that are well designed; thoughtful; build on what has been
done before and has been found to be effective; informed by a theoretical model (risk/protective factors); guided
by formative research and successful pilots; and are multi-faceted and address several causal factors. South
Africa is home to some of the few sexual and intimate partner violence prevention programmes that have been
rigorously tested and found effective in a low resource setting. A summary of these is discussed in the article by
Nwabisa Jama-Shai and Yandisa Sikweyiya. The challenge for us as a country is to scale up what we know to
be effective.
Other programmes yet to be adapted and tested in South Africa, but worthy of our attention, include
programmes from the African region such as the SASA! Programme, which engages with communities to
change gender social norms,5 and Safe Homes and Respect for Everyone (SHARE), which aims to prevent
intimate partner violence by transforming community attitudes about women’s status and the acceptability of
violence against women.6 Both these programmes have been rigorously evaluated and found impactful.
Policymakers must ensure that their violence prevention policies and programmes are evidence based. To do
this, they need to understand what constitutes good evidence, be prepared to invest time and resources in
rigorous evaluations of programmes, and work with researchers to keep abreast of the field, thus ensuring that
public funds are spent on what is currently understood to be effective.
Mark Tomlinson and colleagues argue that evaluation of programmes should be an essential part of public
investment. They provide guidance on what is viewed as best evidence and what type of evidence we should
use to make decisions on where to invest precious public funds.
South Africans are at the forefront of the field of primary prevention of violence in low- and middle-income
countries, with several effective or promising programmes for prevention being developed and tested in
the country. More work and resources are needed to build capacity and scale up these evidenced-based
programmes. We have the tools – now we need the political will, resources and strategies to take these
programmes to scale to move toward a safe and vibrant South Africa for all.
Elizabeth Dartnall and Anik Gevers (Guest editors)
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Early intervention
A foundation for lifelong
violence prevention
Sarah Skeen, Mark Tomlinson, Catherine L
Ward, Lucie Cluver and Jamie M Lachman*
skeen@sun.ac.za
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High levels of violence affect every family in South Africa. Exposure to violence starts early, in both the home
and community. There are high levels of physical abuse of children,1 and the national under-five homicide rate
is more than double that of other low- and middle-income countries.2 Rates of violence are particularly high in
poorer communities in the country, and many children already made vulnerable by poverty are also at risk from
increased exposure to violence.3

This is concerning, given the far-reaching

factors, relationships with family and peers, and

consequences of violence. Children affected by

individual characteristics.11 There is very little research

violence run the risk of experiencing long-lasting

from South Africa and other low- and middle-income

effects on their health and developmental outcomes.

countries on violence and its link with childhood

For example, harsh physical abuse during childhood

experiences. In high-income settings, however, it has

has been linked to increased rates of depression and

been shown that key predictors of violent behaviour

attempted suicide. Affected children are also more

include early childhood factors such as hyperactivity

likely to engage in harmful use of substances and

and parental attachment, parenting problems and

risky sexual behaviour, and become HIV-infected.

family conflict.12 We also know that the effects of

Perhaps most concerning is evidence of a cycle of

violence exposure are likely magnified in unstable

4

5

violence: a child exposed to violence is more likely to
engage in violent behaviour, rape and intimate partner
violence during later life, bully other children, engage
6

7

in youth violence and delinquency,8 and become
an abusive parent,9 while also being more at risk of
abuse or victimisation as an adult.10
Risk for violence perpetration is complex and driven
by broader societal and cultural drivers, community

and volatile family contexts,13 and that many of the
risk factors for early violence also predict intimate
partner and sexual violence.14 Finally, we have a
growing understanding of the relationship between
early negative experiences and brain development,
and how chronic ‘toxic stress’ may lead to difficulties
in self-regulation, poor control of emotions, and
aggressive behaviour in later life.15
This evidence suggests that primary prevention
initiatives for violence perpetration should start

* Sarah Skeen and Mark Tomlinson are with the Centre for Public
Mental Health, Department of Psychology, Stellenbosch University.
Catherine Ward is with the Department of Psychology and Safety
and Violence Initiative at the University of Cape Town. Lucie Cluver
is with the Department of Social Policy and Intervention, University
of Oxford, and the Department of Psychiatry and Mental Health,
University of Cape Town. Jamie Lachman is with the Department
of Social Policy and Intervention at Oxford University.

early – during pregnancy and in early childhood.
Indeed, the World Health Organization recognised
the development of nurturing relationships between
infants and their caregivers as the first ‘best buy’ in
violence prevention.16 Having early secure and caring
relationships is central to the development of a range
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of social skills that lay the groundwork for successful

Early intervention provides the foundation for

interpersonal relationships in later life. While there

preventing violence in South Africa. It is crucial that

are limited evaluated early intervention programmes

children are given the opportunity to thrive in safe and

for violence prevention, there is some evidence

nurturing environments throughout their childhood.

from South Africa that home-based interventions

Perhaps activist Frederick Douglass said it best: ‘It is

can promote secure child attachment and better

easier to build strong children than to repair broken

mother-child interaction. For example, the Thula Sana

men.’

17

project, which took place in Khayelitsha, showed that

To comment on this article visit

home-visiting by lay health workers during pregnancy

http://www.issafrica.org/sacq.php

and the first six months after birth promoted maternal
sensitivity and resulted in higher rates of secure infant
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Spare the rod and
save the child
Assessing the impact of
parenting on child behaviour
and mental health
Catherine L Ward, Chandré Gould,
Jane Kelly and Katya Mauff*
catherine.ward@uct.ac.za
cgould@issafrica.org
janekelly88@gmail.com
katya.mauff@gmail.com
http://dx.doi.org/10.4314/sacq.v51i1.2

Parenting has a considerable impact on children’s behaviour and mental health. Improving child health and
behaviour requires an understanding of the relationship between parenting practices; contexual factors such as
parental mental health, intimate partner violence, substance abuse and poverty; and children’s behaviour. In this
article the authors report the findings of a survey of parenting and child behaviour in a small rural South African
community. The findings show that corporal punishment, the stress of parenting and parental mental health
are significantly associated with both children’s internalising (depression and anxiety) and externalising (rulebreaking and aggression) symptoms. Intimate partner violence in the home was also associated with children’s
externalising symptoms. These findings imply that parent support and training, and an increase in services
to address intimate partner violence and mental health problems, should be prioritised as part of a national
violence reduction strategy.

Parenting can have profound effects on children’s
mental health and behaviour. Harsh, cold and
inconsistent parenting increases the risk that children
will develop both externalising disorders (behavioural
problems such as aggression)1 and internalising
disorders (anxiety and depression).2 Both types of

disorder can have serious, lifelong consequences
for the individual, family and society, since they
affect survival, ability to succeed at education, and
employability.3 In light of the high levels of violence,
HIV infection, substance misuse and skills shortages
in South Africa, preventing these problems is critical.4
Inconsistent discipline, poor monitoring and

* Catherine Ward is with the Department of Psychology and the
Safety and Violence Initiative at the University of Cape Town.
Chandré Gould is a senior research fellow in the Governance,
Crime and Justice Programme at the Institute for Security Studies.
Jane Kelly is a doctoral student in the Department of Psychology
at the University of Cape Town. Katya Mauff was a consultant in
the Department of Statistical Sciences at the University of Cape
Town at the time of this study. She is now a doctoral student in
statistics at the University of Rotterdam.

supervision, and harsh punishment (including
corporal punishment) all increase the risk that children
will develop a disorder:5
• Inconsistent discipline has been linked to
aggression and other problem behaviours.6
When parents make and apply rules for
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children inconsistently, children find it difficult to

through direct exposure to distressing symptoms and

understand the link between their behaviour and its

through disruptions to parenting.18 Substance abuse

consequences.7

also affects parenting, as it may reduce inhibitions in

• Failing to monitor a child’s or adolescent’s
whereabouts, companions and activities is a very

their children.19

strong predictor of behavioural problems, probably

Several studies have explored parenting and

because it removes the opportunity for parents to

children’s related problems in South Africa. One

teach children how to manage their own behaviour

study has found that violence at home is associated

and to choose friends wisely.8

with both the severity and early age of onset of

• Corporal punishment has been shown in a number
of studies to increase risk for behavioural problems.9

offending,20 and another identified inadequate
parenting in populations of young South African
offenders.21 Poor parental supervision has been

The specifics of these interactions are likely to change

found to be associated with adolescent antisocial

as children age. For instance, harsh parenting of a

behaviour, while parental support has been found to

young child may be more likely to include spanking

protect against such behaviour.22

while harsh parenting of a teenager may include
more psychological abuse – but harsh, inconsistent
discipline at any age has been shown to promote bad
outcomes.

A study of a Johannesburg birth cohort found that
corporal punishment was associated with children’s
behavioural difficulties, and contextual stressors were
affecting parenting of young children.23 Finally, conflict

On the other hand, positive parenting – when

between parents has been identified as affecting both

parents are warm and affectionate and have positive

externalising and internalising symptoms in South

interactions with their children – promotes good

African children, both directly and via parenting.24

outcomes for children.10

However, these studies either focus on young

Many parents face a number of stressors that can

offenders, or have not been replicated elsewhere

undermine positive parenting. Single parenting, for

in South Africa, or do not examine both contextual

instance, reduces social support for parents, and

stressors and parenting, or only examine one

is likely to be associated with economic stress.11
Poverty affects parenting in a number of ways, largely
through increasing the stress of parenting. Parents

outcome in children (typically aggression). We sought,
therefore, to explore parenting, and its association
with children’s externalising and internalising

living in poverty are more likely to be depressed,

disorders, in an entire South African community.

which increases the likelihood of harsh, inconsistent

Methods

parenting.12 They are also less likely to have the social
support that may ease the stress of parenting,13 and

This study was conducted in a small township in the

are less likely to be warm towards their children or

rural Western Cape. The research process consisted

to monitor them sufficiently. Both single parenting

of four phases: a door-to-door community audit

14

and poverty are widespread in South Africa,15 as are
other, related, problems – intimate partner violence,
mental health problems and substance misuse16 – all
of which make parenting more difficult. For instance,
intimate partner violence increases the stress of
managing parenting tasks, both because of the effect
it has on the parent victim and because children’s
behavioural problems may increase when they are
exposed to violence in the home, as they may model

10

parents, making them more likely to be abusive to

conducted in June/July 2012; two surveys of all
households in which there were children aged six to
18; and focus group discussions with community
members after Survey 2. The community audit
showed that there were 304 households in the
township with children between the ages of six and
18. This age group was chosen as the measures of
parenting and of child behaviour that we were using
were all valid for this group.

the abuser’s behaviour.17 In addition, children of

Survey 1 was conducted in August 2012 and Survey

parents who are mentally ill may be affected both

2 in March 2013. In this article, we report only on

institute for security studies

Survey 2, as focus group data indicated that it had

assessment of the caregiver’s own anxiety and

greater validity.

depression, which was used as a continuous score

Participants

in the analyses but which also allows identification of
clinical cases (i.e., that a mental health professional

We surveyed one caregiver in each household. Each

would be very likely to diagnose the respondent with

caregiver was asked to answer questions only about

a psychiatric disorder).29 The Alcohol, Smoking and

the youngest child in the home aged between six and

Substance Involvement Test (ASSIST)30 assessed

18.

caregivers’ substance misuse; scores were used

The study was approved by the Research Ethics
Committee of the Faculty of Humanities at the
University of Cape Town. Each caregiver gave
informed consent for participation. Provision was
made for participants to get help from local child
protection agencies in the event that we identified a
parent as abusive.

Measures
Parenting was assessed using the Alabama Parenting
Questionnaire, designed to assess the kinds of
parenting that can either reduce or increase the
risk of aggression in children.25 Each response was

as a continuous variable in the analysis, but the
ASSIST allows categorisation of scores into low- or
no-risk, moderate risk or high-risk use of a particular
substance; these scores correspond, respectively,
to those who need no intervention for substance
misuse, those for whom a brief intervention is
appropriate, and those who need an intensive
intervention.31 Thirty-two items from the Revised
Conflict Tactics Scale (CTS-2) were used to assess
the caregiver’s experience of intimate partner
violence,32 and used as a continuous variable in the
analysis. A variable indicating whether the caregiver
was a single parent was also included.

assessed on a 5-point scale, so that parents were

Poverty was measured using a modified asset

able to choose one of the answers ‘never’, ‘seldom’,

index approach, constructed using multiple

‘sometimes’, ‘often’, or ‘always’. The Parenting

correspondence analysis. In addition to a household

Stress Index was used to assess how stressful the
caregiver found the task of parenting.26 This scale
has clinical cut-offs for the total score and one of
the three subscales, Parent-Child Dysfunctional
Interactions; the latter cut-off allows one to identify
parents at risk of abusing their children.
Children’s externalising (aggressive and rulebreaking behaviour) and internalising (anxiety and
depression) were assessed using the Child Behavior
Checklist.27 Parents were asked to respond to a
statement about their child’s behaviour (e.g., ‘argues
a lot’) by choosing one of three options: ‘not true’,
‘somewhat or sometimes true’, or ‘very true or often
true’. Children’s behaviour could then be assessed
to determine whether it fell into a clinical range (a
range that indicates that the attention of a mental
health professional is necessary). The Child Behavior
Checklist has been found to be reliable in a wide
range of countries.28

inventory of assets,33 the following were included:
sources of household income, employment status
of respondent, and a hunger scale that explored
whether family members had ever gone to bed
hungry through lack of food.34 The first dimension
of the multiple correspondence analysis was used
as the poverty variable, explaining 51% of the
variability in the data. Higher values of the composite
measurement are indicative of greater wealth.
Other demographic variables included in the analysis
were the child’s age and gender, the caregiver’s
relationship to the child, and how many other
children there were in the household. Questionnaires
were translated into Afrikaans and isiXhosa, with
translations checked by back-translation.

Procedure
To conduct the survey, we selected as fieldworkers
community members associated with a respected
non-profit organisation that provides youth

Contextual variables that might affect parenting

development activities to the community’s children.

were also explored. These included the 28-item

Fieldworkers were trained in ethics and in interviewing

version of the General Health Questionnaire, an

skills. All questionnaires were administered as
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interviews by fieldworkers because we expected a

or ‘seldom’; ‘sometimes’; and ‘often’ or ‘always’.

low level of literacy among caregivers. Interviews took

Cronbach’s alphas for the recoded parental

about two hours, and were conducted in private.

involvement and positive parenting subscales were

A small incentive (some biscuits) was provided to

0.860 and 0.873 respectively. However, Cronbach’s

each caregiver interviewed. Fieldworkers provided

alphas for poor monitoring and supervision,

respondents with a list of local organisations that

inconsistent discipline, and corporal punishment

provide support around parenting, intimate partner

all remained below 0.7. For this reason, the first of

violence and substance misuse.

these two subscales were not used in analyses and

Five focus group discussions were held with 20

we treated corporal punishment as individual items.

caregivers who had also completed the survey.

Mild forms of corporal punishment – spanking and

Community members were recruited to participate in

slapping – were grouped separately from the third

these through an announcement at a public meeting,

corporal punishment item, which dealt with beating a

and flyers were distributed throughout the community,

child with an object. For the purposes of regression

inviting anyone who had been interviewed to attend.

analyses, these were recoded as dummy variables –

Only women volunteered to participate. A small

‘always spanks or slaps’ and ‘sometimes spanks or

incentive was offered: all participants were given a

slaps’, as a form of punishment.

R50 voucher for a local clothing store. Three themes
were explored in these discussions: what it had been
like to complete the questionnaires; what methods of
discipline were primarily used in the community; and
what stressors affected parenting in the township.
Participants gave separate informed consent to

0.8. Both scales representing children’s behaviour
(internalising and externalising) were very skewed, so
logarithmic transformations were used to improve the
normality of the distributions. All the variables (except

participate in the focus group discussions.

the two corporal punishment variables) were centred

Data analysis

except corporal punishment and gender, variables

before being entered into the analysis. In all cases,

The focus group discussions were transcribed and

were used in their continuous form in the analyses.

analysed using thematic analysis. Thematic analysis

Model building was done as follows (using SPSS

involves identifying, analysing and reporting specific
patterns (themes) across participants, where a
theme refers to a coherent pattern that captures
something important in relation to the research
questions of the study.35

v22): first the bivariate relationships between each
variable and each of the children’s behaviour were
investigated, using Pearson correlations. Once
relationships had been identified in significant
bivariate models, regression was used to explore,

Before embarking on the quantitative analyses,

in separate models, the relationships between

the data was checked to see whether it met the

parenting (the subscales of the Alabama Parenting

requirements for regression. Cronbach’s alphas for

Questionnaire) and child behaviour (internalising or

the Alabama Parenting Questionnaire subscales

externalising), as well as the effects of the contextual

were very low, and Rasch analysis of the Alabama
Parenting Questionnaire data (using the eRm module
in R) revealed that the 5-point response options
appeared to have been confusing for parents. For
instance, it appeared that the distinctions between
‘never’ and ‘seldom’ had been difficult to make. We
therefore collapsed the scores so that ‘never’ and
‘seldom’ became one response, and ‘often’ and

12

Cronbach’s alphas for all other scales were above

variables (poverty, the stress of parenting, parental
mental health, parents’ experiences of intimate
partner violence, and parents’ substance misuse). In
each case, the child’s age and gender were retained
in the models, as these typically have
strong relationships to children’s externalising or
internalising behaviour.36

‘always’ also became one response. This meant that

In terms of the parenting variables, positive parenting,

the answers to the Alabama Parenting Questionnaire

parental involvement and harsh corporal punishment

were effectively reduced to three options: ‘never’

(‘You hit your child with an object’) were not found to

institute for security studies

be significantly associated with either child
externalising or internalising behaviour and so were
excluded from the final models. We then ran a model

Results
Description of the sample

with only the contextual variables (keeping child age

In 71 homes we did not find a child in the age

and gender as constants) to see whether they were

group 6–18, and in those cases the household was

predictive of child outcomes: poverty, parental

excluded. Fifteen caregivers surveyed in Survey 1

substance use and single parenthood were not

could not be followed in Survey 2 (six refused to

significant predictors of child externalising and

participate and nine were not available), and two new

internalising behaviour and so were also excluded
from the final models. At each stage where variables
were removed from the models, models with and
without those variables were compared using

caregivers were identified, leaving us with a sample
of 220 caregivers and their children. The sample
included 217 Afrikaans- and three isiXhosa-speaking
caregivers.

appropriate statistics (AIC, BIC and adjusted

Of the children included in the sample, 106 (49.8%)

R-squared).

were female and 107 (50.2%) male; in seven cases,

Next, the enter method of regression was used to
develop a final model that explored relationships
between all the variables that had been significantly
associated with children’s outcomes in the
earlier models. Variables were entered into the

caregivers did not report either age or gender.
Because this data was missing, these cases were
excluded from the analyses. In terms of ages
reported, children included in the study covered the
full possible age range, from six to 18, with a mean
reported age of 10.5 (standard deviation 3.2). Of the

regression model in the following blocks: first child

216 caregivers who reported their relationship to the

age and gender, followed by parenting, followed

child, the majority (195; 90.3%) were the biological

by the contextual variables. Since 64 of the 220

parent of the child. The remaining 21 caregivers were

respondents did not answer the questions about

step-parents, grandparents and adoptive or foster

intimate partner violence, we ran one model for

parents. Most (187; 86.6%) households included

externalising behaviour that included intimate partner

one, two or three children, although some reported

violence (and therefore reflected the subsample that

up to six children. The majority of caregivers (163;

answered these questions), and another that did not

75.5%) reported that another adult in the household

(and therefore reflected the full sample). Only one

assisted with childcare, although 59 (25.7%) reported

model was used to explore internalising behaviour, as

that they were single. Nearly half (87; 40.3%) of the

bivariate analyses showed no relationship between
intimate partner violence and internalising disorders.

children’s fathers were unemployed, and of those
who were employed the majority (63; 54.3%) did
unskilled manual labour. Similarly, 123 (56.9%) of the

The total number of cases included in each model

children’s mothers were employed, 70 (59.3%) as

was 220, and missing data were excluded, using

domestic workers.

listwise deletion. Influential outliers were excluded
from all models. Influential outliers were identified by
plotting Cook’s distance against the standardised
residual; this identified those cases that may influence
models so much that the models then apply only to
those individuals, rather than to most people in the
township. In the externalising model that included

In Survey 2 we had 213 children for whom we were
able to collect data on the Child Behavior Checklist.
The possible range for scores on the externalising
subscales was 0–64, and on the internalising
subscales 0–74. Parents reported a maximum score
of 56 for externalising (with a mean of 7.6 and a
standard deviation of 8.4), and a maximum score of

intimate partner violence, one outlier was excluded; in

47 for internalising (mean of 5.5, standard deviation

the externalising model that excluded intimate partner

of 6.4). These scores were broken down by gender,

violence two were excluded; and in the model for

and by whether children were in need of attention

internalising disorders four cases were excluded.

from a mental health professional (Table 1). In total,

SA Crime Quarterly No. 51 • march 2015

13

13 (6.1%) of the children fell into the borderline
clinical range for internalising disorders (a range
where the attention of a mental health professional
may be helpful) and 26 (12.2%) of the children
into the clinical range (a range that indicates that
a mental health professional is likely to diagnose a
formal mental health disorder). Slightly more children
suffered from externalising disorders: 20 (9.4%) fell
into the borderline clinical range, and 27 (12.7%)
into the clinical range. Some children met criteria for
the borderline or clinical range for both internalising
and externalising disorders, so that a total of 21
children (9.9%) were identified as falling into either
the borderline or clinical ranges for both disorders.
If attention was restricted only to those who met the
narrow criterion of being in the clinical range for either
externalising or internalising disorders, 44 children
(20.7%) were likely to have diagnosable mental
health problems.

and ‘sometimes’ (see Table 2 for details). Parents’

Table 1: Children’s internalising and externalising
symptoms, as assessed by the Child
Behavior Checklist, by gender

Table 2: Parents’ reports of their parenting

Mean
Range
(std. dev)

Number (%) in
borderline clinical
or clinical ranges

Externalising:
Girls (n=107)

Boys (n=106)

0-33

0-56

6.4 (7.0)

Borderline clinical: 9
(8.4% of girls)
Clinical: 9
(8.4% of girls)

8.8 (9.5) Borderline clinical: 11
(10.4% of boys)
Clinical: 18
(17.0% of boys)

reports on the Parenting Stress Index indicated
that most parents did not find parenting particularly
stressful (see Table 2 for details). However, over onefifth of parents reported that they found dealing with
their child difficult, and almost one-fifth that they were
very stressed by parenting their child. Over one-fifth
of parents reported such high levels of stress that
they were in the clinical range for this; and one-fifth
reported such high levels of dysfunctional interactions
with their children that they could be regarded as
being at risk of abusing their children. However, 68
(32.2%) of parents reported never spanking their
children as a punishment, while 58 (27.5%) reported
always using spanking or slapping as a punishment.
Contextual variables that could affect parenting
– parents’ mental health, experiences of intimate
partner violence, and substance misuse – are

Alabama Parenting Questionnaire (n=200)
Subscale
name

Possible
range

Actual
range

Mean
(std. dev)

Parental
involvement
(10 items)

10–50

12–50

35.8 (9.4)

Positive
parenting

10–50

12–50

35.8 (9.4)

Corporal
punishment

6–30

6–30

25.9 (5.1)

Parenting Stress Index (n=219; 14 missing)
Low or
normal range
High range
Low: 0–15th
85th–90th
percentile
percentile
Normal:
15th–80th
percentile

Internalising:
Girls (n=107)

0-35

5.5 (6.0)

Borderline clinical: 3
(2.8% of girls)
Clinical: 11
(10.3% of girls)

Boys (n=106)

0-47

5.5 (6.8) Borderline clinical: 10
(9.4% of boys)
Clinical: 15
(14.2% of boys)

On the Alabama Parenting Questionnaire, parents
reported, on average, involvement with their children
a little more than ‘sometimes’; positive parenting
‘often’; and corporal punishment between ‘never’
14
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Clinical
range
91st
percentile
or higher

Total stress
of parenting

149 (68.0%)

20 (9.1%)

50 (22.8%)

Parental
distress
subscale

179 (81.7%)

40 (18.3%)

N/A

Parent-child
dysfunctional
interaction
subscale

117 (53.4%)

54 (21.7%)

48 (21.9%)

Difficult child
subscale

149 (68.0%)

50 (22.8%)

N/A

reported in Table 3. Most parents reported good
mental health, but using the clinical cut-off of a score
of 5, as suggested by the developers of the 28-item
General Health Questionnaire for identifying those
with a diagnosable mental health problem,37 19
parents (8.6%) fall into this category.
Only 169 parents answered the questions about
intimate partner violence. On average, reported rates
were very low, with the majority of parents (111;
47.6%) reporting no violence between them and their
partners. The most frequent forms of violence that
were reported included shouting and yelling between
partners, partners insulting or swearing at each other,
stomping out of the house during an argument, and
pushing, shoving or slapping each other. However,
some experiences of extreme violence were reported,

Table 3: Contextual variables that may
affect parenting
Poverty (n=233)
Possible
range

Reported
range

Mean (std. dev)

-9.42–9.74

-8.73–9.06

0.00 (3.43)

Parents’ mental health (n=100)

Possible
range

Reported
range

Mean
(std. dev)

Number
(%)
achieving
clinical
caseness

0–28

0–22

1.14 (2.75)

19 (8.6%)

Parents’ reports of intimate partner violence (n=169)
Possible
range

Reported
range

Mean (std. dev)

0–96

0–45

3.0 (6.1)

Parents’ reports of substance misuse (n=215)

in each case by only one person. These included one
partner choking the other, one partner threatening the
other with a knife or a gun, or one partner beating the
other up.

Low- or
no-risk use

Moderately
risky use

High-risk
use

Tobacco

118 (54.9%)

87 (40.5%)

10 (4.7%)

Alcohol

166 (77.2%)

40 (18.6%)

9 (4.2%)

1 (0.5%)

1 (0.5%)

Sleeping pills 213 (99.1%)

In terms of substance misuse, tobacco was the
most frequently reported substance used, followed
by alcohol. Of the 215 parents who reported alcohol
use, 49 (22.8%) reported using it at risky levels.
Two parents (1%) also reported risky levels of use
of sleeping pills, and 97 parents (45.2%) reported
using tobacco at moderate or highly risky levels. Of
the drugs that parents reported using, only alcohol is
likely to be associated with difficulties in parenting,38
and so only their reported alcohol use was used in
further analyses.

Focus group results
The focus group discussions explored three areas:
stressors affecting parenting in the township; what
is was like to complete the questionnaires; and
methods of discipline used in the community. Data
from these discussions showed that several stressors
appeared to affect parenting in the township
community, including low income, infidelity of intimate
partners, and feeling unsupported (both emotionally
and financially) by one’s partner. For instance, one
participant noted that in the community there were
‘vaders wat nie support wil betaal nie. Hier is baie

single moeders’ [fathers that do not want to pay
child support. Here there are a lot of single mothers].
The participants felt that this lack of emotional and
financial support from fathers had a negative effect on
their parenting.
The discussions also showed that some community
members were concerned about how their personal
information would be used after being surveyed. For
example, one participant noted: ‘Ek was ’n bietjie
bekommerd’ [I was a bit worried]. This concern
may have contributed to higher reports of positive
parenting and parental involvement – community
members who feared what would be done with their
survey information may have wished to create a
good impression through emphasising their parenting
abilities. It also may have inhibited some participants
in answering certain questions, particularly those
pertaining to their use of corporal punishment,
their experiences with domestic violence, and their
substance use and misuse. Indeed, participants from
several groups reported that these questions could
have made community members feel uncomfortable.
As one participant said: ‘Hulle sal nie daai vrae
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beantwoord nie, ek glo nie. Hulle sal stil bly’ [They
would not answer those questions, I don’t believe.

Table 4: Bivariate relationships between risk
variables and children’s behaviour

They would keep quiet].

Externalising
symptoms

Internalising
symptoms

Positive
parenting

r=.016, p=.822

r=.178, p=.010

Parental
involvement

r=-.121, p=.08

r=.026, p=.704

F=4.158, p=0.170

F=1.624, p=0.200

This discomfort, coupled with the concern about
what would be done with personal information,
may have contributed to the under-reporting in the
survey of corporal punishment, substance use and
domestic violence in this community. The discussion
by the focus group participants seemed to indicate
that there were far more parents who used corporal
punishment when disciplining their children, who
used substances, and who experienced domestic
violence, than might have been reported in the
survey. When discussing forms of discipline one
focus group participant said: ‘Hier is hope wat die
kinders slaan’ [Here there are many who hit their
children]. When talking about drinking and drug
use one community member noted: ‘Hier is baie
mense wat drink’ [here there are many people who
drink], and another reported: ‘Die plek is besmet
van dwelms’ [This place is infested with drugs]. And

Hits child with
an object

Slaps or spanks F=21.114, p=0.000 F=17.445, p=0.000
child with a
hand
Stress of
parenting

r=.483, p=.000

r=.507, p=.000

Parents’ mental
health

r=.595, p=.000

r=.465, p=.000

Parents’
exposure to
intimate partner
violence

r=.395, p=.000

r=.283, p=.000

Parents’ alcohol
misuse

r=.163, p=.018

r=.135, p=.052

when discussing domestic violence, one participant
noted: ‘Dit gebeur maar baie’ [It happens a lot].

Parenting and contextual variables
and their effects on children

associated with externalising or internalising
symptoms. In the model that included intimate
partner violence, it was significantly associated with

Bivariate relationships between the variables

externalising symptoms. In both the models that

and children’s behaviour are presented in Table

included and excluded intimate partner violence,

4. Relationships reported here are Pearson’s

spanking or slapping (whether always or sometimes),

correlations, with the exception of the corporal

stress of parenting, and parental mental health were

punishment variables where we used regressions

all associated with externalising symptoms. With

that included only one variable as a predictor.

the exception of intimate partner violence, the same

Corporal punishment (slapping, spanking or hitting

variables were associated with children’s internalising

the child with an object), stress of parenting, intimate

symptoms.

partner violence and parents’ alcohol misuse were all

16

Neither child age nor child gender was significantly

positively associated with externalising symptoms.

Discussion

Positive parenting, slapping or spanking, stress

In summary, our community-wide survey found that

of parenting, and parents’ exposure to intimate

spanking and slapping, stress of parenting, and

partner violence were all positively associated with

parental mental health are significantly associated

internalising symptoms. However, in the regression

with both children’s internalising and externalising

models that included child age and gender, positive

symptoms. In addition, intimate partner violence

parenting, parent involvement, hitting the child with

in the home was associated with externalising

an object, and parents’ alcohol use were not found

symptoms in the subsample that responded to

to be associated with children’s externalising and

this question. The child’s age and gender, positive

internalising symptoms, and so were excluded from

parenting, parents’ involvement with their children,

future models. The final models are shown in Tables

the caregiver’s status as a single parent, poverty and

5 and 6.

parental substance misuse were not significantly

institute for security studies

Table 5: Final model showing the relationship of parenting and contextual variables
to children’s externalising symptoms
Unstandardised
coefficients
Beta

Standardised
coefficients

Std. error

t

p

95% confidence
interval for
unstandardised
Beta

9.091

0.000

0.416–0.647

Beta

Model 1, including intimate partner violence (R2=0.385)
Constant

0.531

0.058

Child’s gender

0.110

0.060

0.120

1.835

0.068

-0.008–0.228

Child’s age

0.010

0.009

0.072

1.079

0.282

-0.008–0.028

Always spanks or slaps when
child does something wrong

0.288

0.077

0.281

3.752*

0.000

0.136–0.439

Sometimes spanks or slaps
when child does something
wrong

0.182

0.071

0.196

2.566*

0.011

0.042–0.322

Stress of parenting

0.09

0.002

0.318

4.404*

0.000

0.005–0.013

Intimate partner violence

0.023

0.006

0.136

2.197*

0.029

0.002–0.040

Parent’s mental health

0.034

0.016

0.148

2.110*

0.037

0.002–0.65

10.317

0.000

0.426–0.628

Model 2, excluding intimate partner violence (R2=0.374)
Constant

0.527

0.051

Child’s gender

0.050

0.051

0.056

0.994

0.322

-0.050–0.151

Child’s age

0.010

0.008

0.074

1.298

0.196

-0.005–0.026

Always spanks or slaps when
child does something wrong

0.333

0.065

0.334

5.095*

0.000

0.204–0.462

Sometimes spanks or slaps
when child does something
wrong

0.213

0.061

0.233

3.477*

0.001

0.092–0.334

Stress of parenting

0.010

0.002

0.366

5.742*

0.000

0.007–0.013

Parent’s mental health

0.036

0.012

0.186

2.998*

0.003

0.012–0.060

*Significantly associated with externalising symptoms

Table 6: Final model showing the relationship of parenting and contextual variables
to children’s internalising symptoms (R2=0.408)
Unstandardised
coefficients

Standardised
coefficients

t

p

95% confidence
interval for
unstandardised
Beta

10.162

0.000

0.386–0.572

0.067

1.195

0.234

-0.006–0.023

0.047

-0.052

-0.940

0.348

-0.136–0.048

0.214

0.056

0.251

3.826*

0.000

0.104–0.324

Always spanks or slaps

0.222

0.061

0.234

3.659*

0.000

0.102–0.342

Stress of parenting

0.012

0.002

0.455

7.139*

0.000

0.008–0.015

Parent’s mental health

0.012

0.010

0.136

2.197*

0.029

0.002–0.040

Beta

Std. error

Constant

0.479

0.047

Child’s gender

0.009

0.007

Child’s age

-0.044

Sometimes spanks or slaps

Beta

*Significantly associated with internalising symptoms
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associated with children’s symptoms. Based on the

parents reported using these positive strategies,

self-report of caregivers, the study also found that

these variables did not discriminate between children

more than one-fifth of children living in the township

who had disorders and those who did not. This high

would benefit from mental health treatment, as would

rate of reporting of positive strategies may indeed

more than one in 11 caregivers.

reflect what parents were doing, or may reflect an
element of social desirability in their responses to

Children’s mental health

the questionnaire – that they gave answers they

In a large study assessing children’s problems across

thought would show them in the best light, rather

31 countries, including Ethiopia (the only African

than accurate ones (as suggested by the focus group

country included in the study), the means for both

discussions). In addition, our difficulties with the

internalising and externalising were both 6.2, and

psychometric properties of the Alabama Parenting

did not differ significantly by age and gender. In the

Questionnaire may have meant that these variables

current study, children’s mental health appears to

did not accurately measure these strategies in the

follow similar patterns. It is not unusual that there

township. Future research should seek a measure

were children who were in the clinical range for both

that is robust for use in this context, seek methods

internalising and externalising disorders: depression,

that do not only rely on parent self-report (for

for instance, is strongly related to behavioural

instance, observational methods)47, and explore

problems, particularly in boys.41

whether these parenting behaviours are protective in

39

40

The high rate of mental health problems among
the township’s children is cause for concern. This

The strong association between slapping and

township is rural, and rates of mental health disorders

spanking, and both externalising and internalising

tend to be lower in rural settings.42 In 2012, 54.6%

disorders, is also in line with the literature from around

of South African children lived in urban areas and

the world.48 Slapping and spanking are widely used

may therefore have higher rates of mental health

in the township as a strategy for disciplining children.

symptoms than children in the township where the

While it has been proposed in the literature that

survey was conducted. What is most interesting

in such contexts corporal punishment may have

43

about children in this township, and what is likely
to generalise to other areas of South Africa, is the
relationship between children’s symptoms, the

weaker associations with children’s behaviour,49
our data suggest otherwise, as has been found in
other contexts where it is also widespread, such as

parenting they receive, and the contextual stressors

Tanzania50 and Colombia.51

that also may affect those symptoms. This points

Our study reports on cross-sectional data, and

the way both to interventions for those children

as such we cannot infer that corporal punishment

who are currently suffering these problems and to

causes children’s mental health and behavioural

interventions that may prevent them from occurring in

symptoms. While that is likely, based on the empirical

other children.44

literature,52 it is also possible that children’s behaviour

The effects of parenting on children’s
mental health and behaviour

elicits corporal punishment from parents, and that
corporal punishment increases as that behaviour
becomes more difficult for parents.53 Nonetheless,

Positive parenting and parental involvement are

corporal punishment is not an effective strategy for

protective factors that are both consistently identified

managing child behaviour, and whether elicited by

in the literature as reducing youth externalising

children’s behaviour or not, only increases the risk

and internalising disorders.46 It is therefore surprising

that the child will develop either externalising or

that they were not identified as playing this role in

internalising symptoms.54 The findings do suggest

the township where the survey was conducted.

that strategies to reduce the use of corporal

Parents did report high levels of positive parenting

punishment and increase the use of positive discipline

and involvement, alongside the use of corporal

could have a positive impact on child behaviour and

punishment. It may be that because most township

mental health.

45
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South African communities such as this township.

institute for security studies

Our data identifies the stress of parenting as having

causality cannot be drawn. It also appears that there

a significant role to play in children’s symptoms,

was a strong social desirability bias that led to under-

and this is underscored by one-fifth of the parents

reporting of contextual factors such as substance

reporting that they had such dysfunctional

misuse and intimate partner violence, which may well

interactions with their children that they were at risk of

undermine parenting and affect children’s behaviour.

abusing their children. Together with the association

However, it does establish that there is a connection

between corporal punishment and child behaviour,

between contexts of parenting, parenting behaviour,

this suggests that parents in the township who

and children’s mental health and behaviour in this

found parenting stressful may well have resorted

rural South African community, and that rates of

to corporal punishment rather than more effective

children’s problems in this community are high.

child management strategies. It also suggests that

In terms of parents’ mental health and experiences

parenting programmes that teach effective parenting

of intimate partner violence, our data implies

techniques may be helpful in reducing stress through

that intimate partner violence and mental health

changing parent behaviour and giving parents a

interventions need to be made more widely available

sense of success in their parenting, hence reducing

in communities. For instance, clinic visits (for

children’s symptoms.55

children’s or parents’ illnesses or for other routine

Contextual factors, parenting
and children’s behaviour

matters such as immunisation) should be used as an
opportunity to screen parents for these problems,
and refer them for help. Similar approaches have

Contextual factors influence whether parents find

shown positive results for intimate partner violence in

parenting stressful or not. Since our study found

the developed world.58 In the mental health domain,

that neither being a single parent nor poverty was

recent analyses suggest that it is both possible and

associated with children’s behaviour, it appears that

affordable to deliver services in rural areas, using

these did not play a role in this context – possibly

a tiered model where mental health professionals

because the experiences in the township are quite

supervise community health workers.59

normative.

One possible direct implication for parenting might

That substance misuse was not found to be

be a ban on corporal punishment in all contexts,

associated with children’s behaviour is most likely

including the family, an approach which appears to

because it was under-reported: our focus group

have been successful in both Sweden60 and

data suggests that this is highly likely to be the case.

Germany.61 However, there are two reasons not to

Parental substance misuse is typically associated

propose this approach for South Africa. Firstly, South

with poor behaviour in children, and future studies

Africa has many good violence prevention policies,

56

of parenting in similar contexts should investigate

but at present enforcement is wholly inadequate.62

ways to improve reporting on this important matter.

While the Swedish ban on corporal punishment

There is a robust literature pointing to the

intended to change the norm around parenting in

associations between intimate partner violence and
mental health, and parenting and child behaviour.57
Our data show that these relationships also hold
in this South African township – and since intimate
partner violence appears to have been under-

carries no criminal sanctions63 and was explicitly
Sweden rather than to punish parents who hit their
children, it is an open question as to whether such
sanction-free legislation would have a similar effect in
South Africa. Secondly, deeper examination of the
context in which the ban was introduced in Sweden

reported in our work, the relationships may be even

reveals that it was the culmination of a 70-year

stronger than we were able to detect in this sample.

cultural shift towards making children’s rights to

Implications

physical integrity more explicit in Swedish law and
central in national life.64 While South Africa has been

Our study has several limitations: it is cross-sectional,

moving to protect children’s rights in policy, for

and therefore conclusions about the direction of

instance, through the Children’s Act 2005 (Act No. 38
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of 2005), many South Africans appear to hold

Neuroscience, 248, 1998, 4–13. TE Moffitt et al, Males on
the life-course persistent and adolescence-limited antisocial
pathways: follow-up at age 26 years, Development and
Psychopathology, 14:1, 2002, 179–207; RC Kessler et al,
Lifetime prevalence and age-of-onset distributions of mental
disorders in the World Health Organization’s World Mental
Health Survey Initiative, World Psychiatry, 6, 2007, 168–76; S
Nolen-Hoeksema, JS Girgus and MEP Seligman, Predictors
and consequences of childhood depressive symptoms: a
5-year longitudinal study, Journal of Abnormal Psychology,
101:3, 1992, 405–22.

patriarchal views that objectify children rather than
prioritise their nurturance and development.65 A focus
on achieving a cultural shift away from corporal
punishment and towards the use of positive discipline
is likely to have a better chance of success than a
legislative ban on the use of corporal punishment.
Indeed, our data suggests an alternative approach:
equipping parents with effective skills that reduce the

4

H Coovadia et al, The health and health system of South
Africa: historical roots of current public health challenges,
Lancet, 374, 2009, 817–34; A Kraak and K Press, Human
resources development review 2008: education, employment
and skills in South Africa, Cape Town: Human Sciences
Research Council, 2008.

5

In this article use of the term ‘parent’ refers to primary
caregivers notwithstanding their biological relationship to the
child, e.g. members of the extended family, foster parents or
adoptive parents.
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PJ Fite, CR Colder and JWE Pelham, A factor analytic
approach to distinguish pure and co-occurring dimensions
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Frick and E Viding, Antisocial behavior from a developmental
psychopathology perspective, Development and
Psychopathology, 21, 2009, 1111–31.
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theoretical review, Psychological Bulletin, 128:4, 2002, 539–
79; OA Barbarin and LM Richter, Mandela’s children: growing
up in post-apartheid South Africa, New York: Routledge,
2013.

stress of parenting, improve children’s behaviour and
buffer children against adversity.66 Some parenting
programmes have demonstrated effect in these
areas,67 and although the data is equivocal about
the relationship between parent training and parents’
mental health,68 some studies suggest that parent
training can have positive effects on parents’ mental
health. Several such programmes are currently
in development in South Africa.69 In addition, the
policy around child protection and family intervention
seeks to enable an increase in parenting support
and training; what is needed now is to ensure that
programmes offered to parents work and are based
on evidence; and to develop an effective strategy and
system for reaching parents that need this support.
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Violence and violent crime are significant social problems in South Africa. Yet currently these problems are
only addressed as or after they occur, with the state and civil society missing valuable opportunities to prevent
violence before it happens. This article focuses on the intersection between early childhood development
services and primary violence prevention interventions. It encourages a developmental approach to violence
prevention by promoting healthy physical and social development and preventing direct and indirect exposure
to violence during early childhood. The article outlines the extent to which this approach is currently reflected in
South Africa’s policy framework and proposes areas of intervention based on local and international literature.

Violence is a significant problem in South Africa and
an early childhood development (ECD) approach
to violence prevention offers a useful new avenue
through which to combat this problem.1 However,

public health, crime and violence prevention is often

the policy framework currently informing both the
implementation of violence prevention and ECD
services in South Africa is not integrated. This is
problematic, as it means that while services are
provided, the importance of early childhood as a site
where initial exposure to violence frequently occurs
is not fully comprehended and addressed in policy.2
As a result, services do not take advantage of the
valuable opportunity to optimise the impact of early
childhood interventions by including components that
seek to prevent violence. Despite being a matter of

develops over time.3 Addressing the determinants

perceived as being the responsibility of the criminal
justice system; an assumption that fails to recognise
how the capacity for violent and criminal behaviour
of violence from birth offers an exciting new way
to influence the life path of at-risk individuals so
that they will be less likely to be future victims or
perpetrators of violence.4
South Africa has high levels of violence and this
impacts negatively on the capacity of individuals to
thrive.5 Homicide, for example, occurred at a rate of
32.2 per 100 000 people in 2013–14, five times the
2013 global average.6 Crime takes place at high rates
and is often excessively violent, while women and
children are also exposed to high degrees of violence

* Joanne Phyfer is a researcher at the Centre for Justice and
Crime Prevention. Lorenzo Wakefield is a research fellow with the
Consortium on Crime and Violence Prevention. This consortium
was established by the African Policing Civilian Oversight Forum
(APCOF) and the Centre for Justice and Crime Prevention (CJCP).

in the home and their communities.7 One study, for
instance, found that 60 cases of child rape and 13
cases of child abuse were reported in South Africa
every day in 2009.8 Consistent exposure to violence

SA Crime Quarterly No. 51 • march 2015

23

is hugely detrimental to wellbeing, particularly
when exposure occurs at a young age, and early
experiences of violence increase the chances of
future violence perpetration and revictimisation.9

socialisation16
However, excluding violence prevention from this
scope misses a valuable opportunity to further

The high levels of violence in South Africa and the

enhance wellbeing from a young age and potentially

high rates at which children are exposed to violence

decrease the rates of crime and violence in South

are therefore not unrelated. It suggests a cycle of

Africa in the long term. Currently, ECD services

violence, where early exposure to violence informs

consist of basic health provision and early stimulation

high rates of violence perpetration in the teenage

through the use of registered ECD centres supported

years and adulthood.10 Combatting violence in
South Africa therefore requires intervention as
early as possible, when the foundations of healthy
development can be more significantly enhanced.

by the DSD; however, the reach of these programmes
is limited, as for example approximately only
900 000 children of the almost 6 million between the
ages of zero and five currently access the DSD’s ECD

Early childhood interventions can play a vital role,

services.17 There is a need to include programmes that

promoting not only physical, psychological, emotional

seek to prevent exposure to violence at an early age

and social wellbeing but also preventing violence.11

into the range of services, as well as enhance the

Critical to this approach is prevention of exposure

capacity and content of current services. Currently,

to direct and indirect violence in early childhood,

this kind of approach to ECD is not mandated by

so that the child is not harmed and violence does

government policy; ECD services are addressed and

not become normalised for the child.12 Promoting

conceptualised rather narrowly by policy.

development and preventing violence are considered
to be interrelated, and reducing any shared risk
factors of both violence and developmental difficulties
may work to decrease these two negative outcomes
overall.13

Overview of national policies
A framework of policies is needed to support and
guide ECD and violence prevention interventions.18
While there are currently some progressive provisions

This article argues that the widespread provision

on ECD in legislature, for example within the Children’s

of ECD services, which have been prioritised in

Act, there remain significant gaps in the link between

South Africa as legislated in the Children’s Act,14 and

violence prevention policies and ECD in South Africa.

recognised by the Department of Social Development

For example, there is currently no national strategic

(DSD) as essential to achieving the goals of the

plan for violence prevention and response. There is

National Development Plan,15 should include the

also very little funding available for prevention initiatives

integration of services that focus on preventing

in South Africa, despite the prioritisation of ‘prevention

exposure to violence. It is widely accepted that ECD
interventions:
• Reduce child mortality
• Prevent developmental delay through intensive
early intervention and responsive communitybased programmes
• Decrease the drain on national resources by
reducing school grade repetition and social welfare
expenditure
• Build social capital (through enhancing academic

24

• Improve gender relations by promoting better

and early intervention’ in the Children’s Act.19 The
following section will outline the policies relevant to
ECD and violence prevention, and go on to discuss
the extent to which a developmental approach to
violence prevention is addressed within these policies.

The 1996 National Crime
Prevention Strategy
The National Crime Prevention Strategy (NCPS)
of 1996 was the first national strategy in the new
democratic South Africa that approached the

performance and strengthening community

prevention of crime in a developmental manner,

networks, social infrastructure and service delivery)

promoting an inter-sectoral perspective that included:

institute for security studies

• The criminal justice system
• Reducing crime through environmental design
• Public values and education
• Trans-national crime

The 2001 White Paper on ECD
In 2001, the then Department of Education (DoE)
adopted the White Paper on Early Childhood

The ‘building safer communities’ chapter contains
two relevant points for the incorporation of ECD
services and primary prevention of violence:
• An integrated approach to safety and security that
requires coordinated activity across a variety of
departments, the private sector and civil society
• Equal protection for all vulnerable groups, including
women, children and rural communities25

Education, which defined the purpose of an ECD

The 2015 draft ECD policy

approach as being ‘to protect the child’s right to

In February 2015 the DSD published a

develop his or her full cognitive, emotional, social and

comprehensive, evidence-based draft ECD policy

physical potential’.20 This policy was progressive in

for public comment. It promotes a comprehensive

its definition of ECD because it acknowledged that

ECD package with provision for funding frameworks

ECD should not only ensure early stimulation but

and human resources, and proposes a national,

also provide a comprehensive approach to the early

government-run ECD Centre to oversee the

development of children.

implementation of such services. In addition,

The 2011 Integrated Social Crime
Prevention Strategy
The Integrated Social Crime Prevention Strategy
(ISCPS), adopted by the DSD, provides for various
mechanisms to break the cycle of violence, including

the policy identifies clear goals for scaling up
ECD services and indicators for monitoring,
implementation and impact.

Discussion of policies
and recommendations

early childhood interventions. These interventions are

Each of the policies outlined above addresses ECD

acknowledged to prevent crime and violence and

and violence prevention in general terms, either

as having the potential to improve the accessibility,

through the comprehensive conceptualisation of ECD

transparency and responsiveness of the criminal
justice system. The ISCPS states that ‘through
21

providing stimulation, nutrition, protection and care,
and health services to our children during the critical
stages of their development, we make significant
contributions to a safe[r] society.’22 The ISCPS
therefore conceptualised ECD through a safety lens
and as a form of violence prevention.

The 2012 National Development Plan
The National Development Plan (NDP) is the
government’s agenda for development until 2030.
There are two important areas for intervention relating

services or through the acknowledgement of the
importance of safety at every age. However, none
expressly links these two fields or conceptualise what
a developmental approach to violence prevention
should entail.

Changing social norms
For example, the NCPS approaches crime prevention
from a developmental standpoint and includes a
focus on public values and education, but does not
articulate specifically how crime can be prevented
through interventions in early childhood. The ‘pillar’
of public values and education would have been
the ideal place in which to integrate ECD provisions

to ECD and violence prevention in the document:

with safety and violence prevention. However, this

‘improving education, training and innovation’23 and

component of the NCPS was never implemented,

‘building safer communities’.24

and was arguably too broad and poorly defined.26

The ‘improving education, training and innovation’

The sphere of public values is critically in need of

chapter of the NDP discusses ECD in general terms,

intervention, as many of the attitudes and violent

encouraging a holistic approach to development.

behaviours that have an impact on children’s
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wellbeing are condoned by social norms. Corporal

ISCPS considers the intersections between ECD

punishment, for example, is highly normalised in

and violence prevention to a greater extent than

South Africa, but this practice has a negative effect

other policies but does not do this comprehensively.

on a child’s wellbeing in a number of ways that

Furthermore, no documents measure the

include decreasing the quality of the relationship

implementation of the ISCPS and the impact that

between parent and child, and increasing childhood

ECD might have on sustainable primary prevention of

aggression. Another norm that is common globally

violence in relation to this strategy.

27

is the idea that children are possessions of their
parents, rather than individuals with agency and
rights of their own.28 This justifies overlooking
children’s rights, ascribing them instead with very
low social status, which may increase their risk of
maltreatment or neglect.29 Advocating for the more
respectful treatment of children, as well as promoting
positive discipline techniques, works to decrease
the social acceptability of certain types of violence
against young children.

innovation, the NDP does not conceptualise ECD
through the lens of primary prevention of violence
and therefore does not contain any proposals
to ensure the sustainable prevention of violence
through the delivery of ECD services. The section
on an integrated approach to safety and security in
the NDP focuses on addressing the root causes of
crime such as poverty and inequality, and although
it acknowledges that a developmental approach to

The degree to which violent and aggressive forms

crime and violence prevention is needed, it does

of masculinity are celebrated in South Africa also

not conceptualise this in terms of ECD services.

calls for interventions to change public values.

Finally, while the draft ECD policy suggests screening

Hegemonic forms of masculinity promote the idea

mothers for domestic violence and acknowledges the

that men need to be tough, in control and superior;

role of the child protection system, it does not speak

attributes that are easily, and therefore frequently,

to ECD as a sustainable form of violence prevention.

demonstrated through displays of aggression.31 Not

This is problematic, as an essential component in a

only does this result in the exposure of young children

comprehensive approach to ECD is one that involves

to domestic violence, it also teaches children,

the prevention of violence.

30

and particularly male children, that being a man
requires aggression. Changing norms around how
men construct their gender identity in South Africa
therefore has the potential to substantially decrease
levels of violence. Critical to this is normalising caring
and respectful forms of masculinity.32 Developing
policy that seeks to integrate ECD and violence
prevention therefore must involve some consideration
of the impact of these social norms and efforts to
change public perceptions around violence and
violence against children. As it stands, none of the
policies outlined does so.
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In its chapter on improving education, training and

Considering this, it is important to discuss what a
comprehensive approach to violence prevention
at an ECD level should include. While current
state-provided ECD services focus on health and
cognitive stimulation, as noted in the ISCPS, a
specific focus on support for and education of
parents and caregivers is lacking. Parents have an
important role to play in the healthy cognitive and
social development of their children, as they model
the behaviour from which young children learn.33
Exposure to direct and indirect violence in the
home causes stress and fear that negatively affects

Including violence prevention in a
comprehensive approach to ECD

children’s cognitive development, and also works to

The policies outlined above do not, by and

Many caregivers and parents struggle to meet the

large, consider violence prevention as part of a

health, care and educational needs of young children

comprehensive approach to ECD. For example,

because they are overwhelmed with responsibilities

while the White Paper on ECD conceptualises ECD

and have limited access to resources.35 Providing

holistically, it does not explicitly make a case for

social and educational support to a highly stressed

ECD as a violence prevention strategy. Similarly, the

parent can be extremely helpful in decreasing the

institute for security studies

normalise violence as a means of problem solving.34

likelihood of abuse and neglect, and improving

parent knowledge.43 There is thus evidence that

the social interaction between parent and child.36

parenting programmes can successfully promote

This can involve educating parents about positive

children’s well-being and prevent some violence or

discipline techniques, fostering healthy attachments

maltreatment.

between parents and children, providing nutritional
and health support, and providing guidance on
early cognitive stimulation.37 These services can
be provided through home-visiting programmes or
group meetings. According to one report, 65 such
programmes currently exist in the country, far too
few to meet the needs of the population.38 There
is therefore a need for increased parental support
as a mechanism through which to promote early
childhood wellbeing, and a strategic framework that

A parenting programme focusing on infancy in
Khayelitsha is one of the few to be evaluated in South
Africa. The evaluation explored how providing support
and guidance to women during pregnancy and six
months after birth affected the infant’s attachment
to the mother and maternal depression rates.44 The
intervention increased the likelihood of a secure
attachment between infant and mother, a critical
factor in promoting violence prevention.45

guides such interventions.

The long-term impact of parenting interventions

Measuring progress

longitudinal study found that an effective parenting

Developing policies to guide violence prevention
interventions at an ECD level is worthwhile for a
number of reasons, not least because it will provide
a framework against which to measure the impact
of interventions on the rate of violence perpetrated
against children, and its effects on their wellbeing.

on preventing violence later in life is unclear. A
programme prevented girls from taking up criminal
and violent behaviour later in life, but this same effect
was not found in boys. The study found that boys in
the programme were as likely as those who did not
participate in the programme to be involved in crime
or violence.46

Developing suitable indicators for measuring the

While these evaluations suggest that ECD

efficacy of interventions will assist in developing an

interventions to reduce violence can be effective,

evidence base from which to establish an effective

there is a need to expand the evidence base for

approach.

this, particularly in terms of the unique dynamics

According to the DSD’s 2013 annual report, there
are currently approximately 18 000 registered ECD
centres in the country, with the possibility that there
are many more that are unregistered.39 Although
there are many formal and informal ECD programmes
available, their efficacy in preventing violence in the
long term has not been widely tested in the South
African setting. A number of parenting programme
evaluations have been conducted internationally,40
indicating an improvement in the quality of parents’
relationships with their children and the prevention of
child maltreatment and childhood aggression.41

of the South African environment. Only once ECD
as a primary form of violence prevention has been
conceptualised in South Africa, will we be able to
conduct evaluations on what works and what does
not. ECD has been shown to be an effective means
through which to prevent violence in low-, middleand high-income countries.47 This should be the
rationale for more policy guidance on this issue.

Conclusion
Initiating violence prevention interventions from
early childhood may be a critical factor to break
the widespread cycles of violence in South Africa.

One systematic review of home visitation

There is currently very little policy guidance on

programmes found that child maltreatment was

the integration of ECD and primary prevention of

reduced by an average of 39%.42 A study reviewing

violence, despite the prioritisation of both these

evaluations in low- and middle-income countries

issues. That said, interest in this intersection is

found that home visiting benefited cognitive

growing, as is evident in the DSD’s work to develop

development, while another found that parenting

a policy that focuses on ECD as a form of violence

interventions improved parent–child interactions and

prevention. The negative impact of exposure to
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violence and constrained development during early
childhood has been established, and interventions
relating to parenting support in particular have been
shown to effectively improve children’s outcomes.
The development of policy and interventions to meet
the needs of South African children is vital for the
prevention of violence in the short and long term.
To comment on this article visit
http://www.issafrica.org/sacq.php
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South Africa has a number of locally evaluated interventions that have been designed to prevent sexual and
intimate partner violence before it occurs. This article describes such programmes that have been evaluated
and found to be promising or effective. Seven locally evaluated primary prevention interventions are described,
along with the evidence regarding their level of effectiveness. These interventions include mother-child, parentteen, individual and group-based interventions. All of these interventions are developed based on evidence
and primary prevention principles: a sound theory of change, cultural relevance, participatory methods and
evaluation through randomised controlled trials.

Sexual and intimate partner violence
in South Africa
According to the World Health Organization (WHO),
intimate partner violence (IPV) is the most common
form of gender-based violence (GBV).1 It includes
physical, sexual and emotional abuse and controlling
behaviour by a current or former intimate partner
or spouse, and can occur in heterosexual or same
sex couples.2 Sometimes referred to as partner
or domestic violence, IPV is a violation of human
rights and a public health concern of which ‘the
overwhelming global burden is borne by women’.3
The WHO estimates that 30%, or one in three women
will experience sexual or physical IPV in their lifetime.4

Consistent with this estimate, studies report that
girls have a two- to threefold risk of sexual abuse
compared to boys.5 While there is some evidence
to show that men can and do suffer violence in
intimate heterosexual relationships, ‘the prevalence
and frequency of IPV against men is highly disputed,
with different studies coming to varying conclusions,
and many countries having no data at all’.6 On the
other hand, evidence indicates that violence against
women and girls is mostly perpetrated by male
intimate partners or ex-partners.7
Sexual violence is one of the common forms of
violence women experience in heterosexual intimate
relationships, and has also been reported in women’s
same-sex relationships, though to a lesser extent.8

* Nwabisa Shai is a senior scientist at the Gender and Health
Research Unit, Medical Research Council, and a honorary lecturer
at the School of Public Health, University of the Witwatersrand.
Yandisa Sikweyiya is a specialist scientist at the Gender and
Health Research Unit, Medical Research Council, and a honorary
senior lecturer, School of Public Health, University of the
Witwatersrand.

Sexual violence is defined as ‘a completed or
attempted sex act against the victim’s will, involving
a victim who is unable to consent or to refuse,
abusive sexual contact, and non-contact sexual
abuse, including sexual harassment’, and may be
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perpetrated by a current or previous partner or

pervasive patriarchal norms that promote the use

non-partner.

of violence as an acceptable practice in intimate

9

Global statistics indicate that at least 20% (one in five)
women have been sexually or physically assaulted
by a man or men, not necessarily partners, in their
lifetime.10 In Ethiopia and Zimbabwe, 26% to 59%
of women have been forced to have sex by intimate
partners.11 In South Africa, 24.6% to 37.7% of adult
women have experienced sexual and/or physical
IPV in their lifetime,12 and 31% in their most recent
marriage or cohabiting relationships.13
Sexual and intimate partner violence (SIPV) is known
to have injurious effects on the physical, mental
and sexual health of victims.14 Victimisation by an
intimate partner increases women’s health risk
behaviours, including alcohol abuse, smoking and
non-medical use of sedatives or analgesics.15 A
recent systematic review found that ‘women who
experienced IPV were less likely to report that their
male partners used condoms than women who did
not’.16 The degree of harm to the victim may range
from mild to severe, including death.17 Other adverse
health effects on victims include physical injuries,
gynaecological disorders, negative pregnancy
outcomes, sexually transmitted infections and mental
health problems,18 including post-traumatic stress
disorder, severe emotional distress and suicidal
thoughts.19 These health impacts have been reported

describes social factors associated with different
forms of GBV,24 pointing to multiple social norms.
These include the notion that SIPV is a private matter
between the couple in the relationship;25 social norms
that promote male control of women and male sexual
entitlement; as well as men’s inequitable gender
attitudes, risk-taking and antisocial behaviour.26 Ideals
of femininity that promote women’s subordination
to men27 and expectations on women to acquiesce
to male partners’ sexual desire and needs28 play
an important role in SIPV. Having less power in
relationships also increases women’s vulnerability
to forced sex with intimate partners.29 In turn, these
factors have been attributed as reasons for low levels
of reporting of SIPV.30
Childhood adversity and child sexual abuse is
associated with adulthood perpetration of violence
or victimisation.31 Attachment – the bond between
the primary caregiver (e.g. mother) and child – is
integral to how children form later relationships with
peers, partners and their own children.32 When
attachment is poor due to a negligent or violent
relationship with the primary caregiver, the ability to
have healthy relationships is disrupted, sometimes
for generations, and the risk of perpetrating violence

in several studies.

is increased.33 Studies on why some men perpetrate

South Africa has one of the highest rates of SIPV

and intimate femicide suggest that the nature of the

20

globally.21 This violence has a profound impact on
survivors, their families and their communities. There
is an urgent need for South Africa to identify and
implement effective programmes for the primary
prevention of SIPV.

severe forms of violence such as child sexual abuse
relationship men had with their primary caregiver(s)
influenced perpetration in adulthood.34 Therefore,
challenging these social constructions of gender,
gender inequities and parenting practices is central to
preventing SIPV before it happens.

The purpose of this article is to identify and describe
be promising or effective in reducing SIPV in South

Public health approaches to primary
prevention of SIPV

Africa.

Many approaches have been employed in response

programmes that have been evaluated and found to

Social determinants of SIPV

to SIPV in South Africa, most particularly progressive
legislative, judicial and health policies that promote

Research has identified the factors associated with

basic human rights and equality. Currently, services

IPV through the ecological model. The ecological

provided by government and non-governmental

model conceptualises that all forms of IPV, including

sectors are mainly reactionary in nature as they

SIPV, result from a confluence of individual,

focus on enforcing the law and ensuring that justice

relationship, societal and political factors, driven by

is done, or on restorative justice and providing care

22
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relationships.23 Literature from South Africa similarly

institute for security studies

and support to victims. These efforts are considered

to the control groups. Where social adversity was not

to be secondary prevention because they come into

extreme, there was also a significant benefit of the

effect after violence has already occurred. Primary

intervention in terms of child cognitive outcomes.37

prevention involves efforts to address the underlying

These findings are promising due to the association

causes of SIPV in order to prevent such violence from

between poor attachment and later perpetration of

occurring in the first place.35

violence.38

A review of the literature and work currently underway

A follow-up study of the cohort of the same mothers

in South Africa identified the following seven South

and children, now aged 12–13 years, is currently

African interventions that have been evaluated and

underway to assess the long-term outcomes on

found effective, or are currently undergoing evaluation

adolescent aggressive behaviour and child growth

and look promising. The interventions are briefly

and cognitive functioning, school attainment and

described below.

the home environment.39 While the initial findings

Programmes were identified using the following

of the efficacy of this intervention were positive, the

criteria, based on those developed by Whitaker and

only limitation is the lack of measurement of sexual

colleagues:

violence in the current RCT. Measuring violent sexual

36

• The programme targets sexual and/or intimate
partner violence perpetration or victimisation.
• The programme is being evaluated or was

behaviour and experiences would provide invaluable
evidence of the links between improvements in
attachment and parenting skills and later behaviour.

comparison or control group in an experimental or

The Sinovuyo Caring
Families Programmes

quasi-experimental design.

Sinovuyo focuses on reducing the risk of child

evaluated using a study design that included a

• The programme evaluation measured at least one
SIPV-related outcome.
• The programme was found promising or effective
in reducing SIPV.

Thula Sana
Thula Sana is a home-visiting intervention aimed
at promoting mothers’ engagement in sensitive,
responsive interactions with their infants. It targets
pregnant women and mothers of infants aged
0–2 years from low-resource environments.
Implementation takes place through home visits
twice during pregnancy, then weekly for eight weeks
postpartum, thereafter fortnightly for the next two

maltreatment for children from high-risk families
among children aged 2–9, and pre-teens and
teenagers aged 10–17 years. This is a group-based
programme that aims to improve caregiver–child
relationships through active social learning (role play,
home exercises, modelling, experiential activities,
group discussion and problem solving), and caregiver
mental health through mindfulness-based stress
reduction techniques and social support. The child
programme addresses emotion regulation and
positive behaviour management approaches over 12
weeks. A parent–teen programme, based on similar
principles, is implemented in separate groups of
parent and adolescents, with some joint sessions.

months, and then monthly for two months, resulting

A pilot evaluation of the programme for parents

in a total of 16 visits over a six-month period. The

of 2–9 year-olds found improvements in positive

first evaluation of this programme consisted of a

parenting behaviour (parenting knowledge, skill and

randomised controlled trial (RCT) (1999–2003) to

competence, discipline and supervision of children,

test the efficacy of the intervention. The results at

and caregiver mental health and social support) in

follow-up indicated that mothers in the intervention

the intervention group, compared with the control

group were significantly more sensitive and less

group.40 The programme is being tested in a bigger

intrusive in their interactions with their infants. The

RCT; post-test data collection is still in progress

intervention was also associated with a higher rate of

and so no outcome data is yet available.41 While

secure infant attachments at 18 months, compared

data analysis is ongoing, preliminary results of the
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teenage programme piloted in the rural Eastern Cape

stress management and mental health promotion,

showed reductions in parents’ use of violent and

and foster values-based decision-making. While

abusive discipline and in adolescent rule-breaking

the classroom sessions are facilitated by educators

and aggressive behaviour.42 Similar to the Thula Sana

teaching Grade 8 life orientation classes, the other

programme, should these participants be followed
over the long term, the new studies would do well
to include sexual violence measures to establish the

The programme is currently being evaluated in

impact on SIPV.

Gauteng in a cluster RCT with 18-month follow-

PREPARE

up. The results of the programme impact will be
available in early 2016. While this evaluation is still

PREPARE is an HIV-prevention programme aimed

underway, anecdotal evidence from pilot testing of

at reducing sexual risk behaviour and IPV among

the intervention in Gauteng and the Western Cape

adolescents. This school-based intervention

suggest high levels of acceptance of the programme

comprises 21 lessons focused on developing
individuals’ motivation and skills, with a focus on
gender and power, relationships, assertiveness
and communication, decision-making, risk-taking,
violence, self-protection and support. Another

and high rates of attendance and participation in
both the parent and educator workshops. Parents
reported that the new techniques of positive
discipline helped reduce their stress levels and that

component of the programme aims to create a

they experienced improved communication with

supportive school environment by working with

their teenage children and teenage behaviour post

students, teachers, parents and the police to conduct

intervention. Teenagers appreciated open discussions

a participatory school safety audit, develop a safety

with parents and reported less harsh discipline by

plan, create a climate of zero tolerance towards

parents.46

violence, and strengthen links with local support
services.43 This intervention was initially intended to
be implemented during the life orientation class in
schools, but in the end it was implemented as an
after-school programme. An RCT was conducted
in the Western Cape to test its effectiveness and
found significant reductions in IPV among young
teenagers.44

Skhokho Supporting Success

Stepping Stones
Stepping Stones, a participatory community-based
intervention for preventing HIV and strengthening
relationship skills, has been rigorously evaluated in
an RCT in the Eastern Cape. Stepping Stones is a
workshop series designed to promote sexual health,
improve psychological well-being and prevent HIV.
Workshops are held with two or more peer groups

Skhokho Supporting Success is a multi-faceted

drawn from a single community. The workshop

programme that aims to prevent IPV among young

series consists of 10 sessions held with separate

teenagers. The components of the programme

peer groups. Stepping Stones was found effective in

engage high school learners directly in classroom

reducing HIV risk factors such as genital herpes and

sessions and after school workshops; high school

perpetration of IPV.47 At 24 months’ follow-up, men

educators and school staff through skills building
workshops; and parents or caregivers of young
teenagers through weekend workshops. These
components seek to engage the various participant
groups in gender transformative interventions

34

workshops have external facilitators.45

from the intervention arm reported a 38% reduction
in perpetration of SIPV. This same effect was not
found among women.48 The qualitative findings of this
study suggested that the lack of significant impact on

that strengthen relationship-building skills (e.g.,

women’s self-reported experiences of IPV (compared

communication and conflict resolution, supportive

to men) may have been influenced by their limited

styles of interaction, positive discipline strategies and

power in relationships, as well as by external sources

risk-minimisation strategies), encourage adaptive

such as economic independence.49

institute for security studies

Stepping Stones and
Creating Futures

impact of this combined intervention on reducing
SIPV is planned to start in 2015.

A third adaptation of Stepping Stones50 was

IMAGE

combined with a locally developed livelihoods
strengthening intervention called Creating Futures.51
This intervention is a peer-facilitated group
intervention comprising 11 three-hour sessions in
single-sex groups of about 20 people, and draws
from sustainable livelihoods theory and practice.52
A quasi-experimental study tested the combined
effectiveness of livelihood strengthening and reducing
HIV risk behaviour and different forms of IPV among
young people residing in informal settlements. The
combined intervention was tested in a shortened
interrupted time series design with one year followup.53 This evaluation found that there was a significant
reduction in women’s experience of SIPV in the three
months prior, but this effect was not observed among
men. Gender attitudes and controlling behaviour
were measured, using scales that have been tested
in other studies in South Africa.54 Findings show that
both men and women significantly improved their
gender attitudes, and men significantly reduced
their controlling practices in their relationships. This
change in social norms is important when considering

The Intervention with Microfinance for AIDS and
Gender Equity (IMAGE) was the first to combine a
training programme on poverty, gender inequalities,
IPV and HIV/AIDS with group-based microfinance.
The programme was tested in an RCT and was
delivered to adult women during fortnightly loan
repayment meetings.55 A participatory learning
approach was used, with two phases. The first phase
comprised 10 one-hour training sessions on gender
roles, cultural beliefs, relationships, communication,
domestic violence and HIV. The second phase was
a wider community mobilisation approach to engage
both youth and men in the intervention. After two
years there was a significant reduction in past year
SIPV experienced by women in the intervention arm.
There were improvements in women’s economic
wellbeing and their empowerment indicators (selfconfidence, financial confidence, challenging gender
norms, autonomy in decision-making, perceived
contributions to the household, communication within
the household, relationship with partner, social group
membership and participation in collective action).56

their association with SIPV. Further evaluation of the
Table 1: Promising and effective primary prevention interventions
Intervention Intervention
name
aim
Thula Sana

Promote
mothers’
engagement
in sensitive,
responsive
interactions
with their
infants

Target
Pregnant
women and
mothers
of infants
aged 0–2
years from
low-resource
settings

Implementation
method
Home visits take
place twice during
pregnancy, and
then occur weekly
for 8 weeks
postpartum,
fortnightly for the
next 2 months,
and then monthly
for 2 months, with
16 visits in total

Evaluation design
An RCT to assess
the efficacy of an
intervention
designed to
improve the
mother–infant
relationship
and security
of infant
attachment in a
South African
peri-urban
settlement with
marked adverse
socioeconomic
circumstances
Measurement
periods: 6, 12, 18
months postpartum

Outcomes
Significant benefit to the motherinfant relationship
Mothers in the intervention group
were significantly:
• More sensitive (6 months: mean
difference=0.77 (SD 0.37), t=2.10,
P<0.05, d=0.24; 12 months: mean
difference=0.42 (0.18), t=−2.04 ,
P<0.05, d=0.26)
• Less intrusive (6 months: mean
difference=0.68 (0.36), t=2.28,
P<0.05, d=0.26; 12 months: mean
difference=−1.76 (0.86), t=2.28,
P<0.05, d=0.24) The intervention
was also associated with a higher
rate of secure infant attachments
at 18 months (116/156 (74%) v
102/162 (63%); Wald=4.74, odds
ratio=1.70, P<0.05)
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Intervention Intervention
name
aim

Target

Implementation
method

(continued)

Prepare

Skhokho
Supporting
Success

36

Outcomes

A current study
aims to follow up
with the mothers
and children
enrolled in the
previous RCT in
2012–2014
– 12–13 year-old
children

Thula Sana

The Sinovuyo
Caring
Families
Programme

Evaluation design

Improve the
parent–child
relationship,
emotional
regulation,
and positive
behaviour
management
approaches

Reduce
sexual risk
behaviour
and intimate
partner
violence,
which
contribute to
the spread of
sexually
transmitted
diseases
(STIs)
Prevent IPV
among young
teenagers

Young
children,
covers the
2–9 years
age group

Social learning
and parent
management
training

Teens aged
10–17 years

Social learning
and parent
management
training principles,
with group-based
parent, adolescent,
and joint parentadolescent
sessions. Utilises
a collaborative
learning approach,
with activity-based
learning, role-play
and home practice
Draws on
psychological and
behaviour change
theory to identify
the individual and
social determinants
that underpin
sexuality, intimate
partner violence
and sexual
violence

Young
adolescents
(12–14
years)

High school
learners
aged 13–14
years

institute for security studies

To assess:
• Aggressive behaviour at this stage
of their development
• Child cognitive functioning and
school attainment
• Child emotional/behavioural
functioning
• The home environment, child health
and growth, family functioning
• Neural functions implicated in selfregulation and the stress response
• Improvements in positive parenting
A quasiexperimental
behaviour in the group that received
study to test the
the programme, as compared with
effectiveness of the a group of parents who did not
receive the programme
intervention
• High attendance rates (75%)
• High participant satisfaction
• Culturally acceptable and
faithfully implemented by the
paraprofessional community
facilitators
A quasiexperimental study,
the findings of
which have been
taken into a bigger
RCT

An RCT to evaluate
the effects of the
intervention on
sexual risk
behaviour and
intimate partner
violence, and to
assess the extent
to which norms,
attitudes and
experiences of IPV
influence sexual
risk behaviour
Qualitative pilot
Classroom
sessions facilitated evaluation of the
effectiveness of the
by educators
intervention in
teaching Grade
strengthening
8 life orientation
parent–child
classes; high
relationships and
school educators
prevent IPV among
and school staff
teens
through skill-

Reductions in parents’ use of
violent and abusive discipline, and
in adolescent rule-breaking and
aggressive behaviour

Significant reductions in IPV among
young teenagers

Parents reported:
• The new techniques of positive
discipline helped reduce their stress
levels

Intervention Intervention
name
aim
Skhokho
Supporting
Success
(continued)

Stepping
Stones

Stepping
Stones/
Creating
Futures

Promote
sexual
health,
improve
psychological wellbeing and
prevent HIV

Reduce HIV
risk
behaviour
and
victimisation
and
perpetration
of different
forms of IPV
and
strengthen
livelihoods

Target

Implementation
method

building
workshops; and
parent–child
weekend
workshops
facilitated by
external facilitators,
with teens and
their parents
or caregivers
attending separate
sessions and
engaging in
dialogues at the
end of each day’s
workshop
Community- Stepping Stones
based
draws from the
programme, social learning
peers of
theory; employs
teens and
participatory
young adults approaches e.g.
drama role-playing,
group work and
discussions, and
critical reflection;
and engages
separate gender
groups, but
combine these
for peer group
sessions at intervals
during programme
implementation
Young
people
(18 years
and older)
residing in
informal
settlements

Stepping Stones
and Creating
Futures draw from
the social learning
theory; employ
participatory
approaches e.g.
drama role-playing,
group work and
discussions, and
critical reflection;
and engage
separate gender
groups, but
combine these
for peer group
sessions at intervals
during programme
implementation.
Creating Futures
mainly draws
from sustainable
livelihoods theory
and practice

Evaluation design

Outcomes

Currently underway Teenagers reported:
is a cluster RCT
• Appreciation of open discussions
with 18-month
with parents
follow-up among
• Less harsh discipline by parents
learners in
2014–2015

Community cluster
RCT to test the
effectiveness of the
programme in
reducing HIV, HSV2
incidence, and
improved gender
relations and sexual
behaviour, over two
years

Reduction of about 33% in the
incidence of HSV-2 (0.67, 0.46 to
0.97; P=0.036); that is, Stepping
Stones reduced the number of new
HSV-2 infections over a two-year
period by 34.9 (1.6 to 68.2) per
1 000 people exposed
Significantly improved the number of
reported risk behaviours in men:
lower proportion of men reporting
perpetration of IPV across two years
of follow-up
Less transactional sex and problem
drinking at 12 months

A proof of concept
study using a
shortened
interrupted
time-series design
with two data
collection points at
baseline that were
two weeks apart,
follow-up interviews
28 weeks and 58
weeks postbaseline

Significant reduction in women’s
experience of SIPV in the prior
three months – 30.3% to 18.9%
(p = 0.037)
Significant improvement in gender
attitudes among both men (50.8 vs.
52.89, p= 0.007) and women
(53.7 vs 55.29, p=0.01)
Significant reduction in controlling
practices in their relationships
among men – more equitable
relationships at 12 months follow-up
(19.4 vs 21.74, p<0.001)
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Intervention Intervention
name
aim
IMAGE
(Intervention
with
Microfinance
for AIDS
and Gender
Equity)

Improve
household
economic
wellbeing,
social
capital and
empowerment and
thus reduce
vulnerability
to IPV and
HIV infection

Target
Poorest
women
in the
communities
14–35year-old
household
and village
residents

Implementation
method
Participatory
learning and action
principles; groupbased learning;
community
mobilisation;
leadership
training run in
parallel with the
microfinance
intervention

Discussion and conclusion
The primary prevention interventions described

Community RCT
to determine
improvement in
household
economic
wellbeing, social
capital and
empowerment,
and reduction
in women’s
vulnerability to IPV
and HIV infection

Outcomes
Significant reduction in women’s
experience of IPV by 55%
(adjusted risk ratio [aRR] 0·45,
95% CI 0·23-0·91; adjusted risk
difference -7·3%, -16·2 to 1·5)

vicarious trauma, burnout and compassion fatigue, and
ensure sustained high-quality implementation.

above were developed based on evidence-informed

All interventions described in this article use a

theoretical frameworks and cultural relevance, and

manualised intervention and importantly, participatory

are notable for their efforts to prevent SIPV before it

workshop methods rather than didactic approaches.

occurs. They address a spectrum of the ecological

User-friendly, structured yet flexible manuals ensure

model, from parenting programmes that strengthen

high rates of fidelity to the programme and limit

relationships between mothers and infants (Thula

deviations that may compromise the intended

Sana), parents and teenagers (Sinovuyo and Skhokho
Supporting Success) and educators and learners,
to individual or peer group-based programmes that
engage men and women on gender norms and
positive relationships (Skhokho Supporting Success,
Prepare, and Stepping Stones) and livelihood
strengthening skills (IMAGE and Stepping Stones/

outcomes of it. A participatory approach allows
participants to engage in critical reflection and dialogue
about their own experiences, ideas and beliefs, as well
as those of others in their communities. This approach
facilitates personal transformation and integration of
new knowledge and skills into their daily lives and their

Creating Futures).

identities.

All of these programmes address the social

Intervention evaluations provide indications of

determinants of violence. Some programmes also

acceptability to participants, efficacy of implementation,

promote communication, problem-solving, conflict

and effectiveness in changing desired outcomes (e.g.,

resolution and parenting skills, as well as other

behaviour, attitudes and quality of relationships). An in-

elements that may be protective against violence.

depth discussion of intervention evaluation is presented

Facilitators are usually adults with a high school

in the Tomlinson et al. article in this issue.

qualification and community work experience, who
are provided with training (and on-going support
and supervision) on the programme content,
facilitation skills, non-judgmental interactions and

38

Evaluation design

Primary prevention – stopping the violence before it
starts – remains the most effective strategy available
to us in addressing the epidemic of SIPV in South

community relations. It is essential that facilitators

Africa. The interventions identified in this article have

buy into and support the ideology of the primary

been shown to be effective or promising in reducing

prevention interventions and are supported through a

SIPV perpetration and/or victimisation. They provide

transformative process promoted by the intervention

an incredible platform of evidence for developing a

before they begin facilitating it. Furthermore, ongoing

SIPV primary prevention policy and comprehensive

support for facilitators is important to prevent

programme for South Africa.
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Globally, randomised controlled trials (RCTs) are increasingly seen as the gold standard of programme
evaluation, representing the best way to determine whether new interventions are effective – but they are not
without limitations. In this article, we discuss the phases of scientific discovery and the research standards
that are necessary before scaling up interventions. We also outline the core characteristics of RCTs, such
as randomisation, efficacy and effectiveness, and discuss the benefits of using the RCT as the standard of
intervention evaluation. We discuss how ‘realist’ evaluation contributes to what policymakers need to know in
order to make a decision about an evaluation and alternatives to the RCT, such as stepped wedge, regression
discontinuity, non-randomised cohort, and time series designs.

Evidence-based medicine aims to make clinical
practice more scientific and empirically grounded in
order to achieve safer, more consistent and costeffective care.1 It helps ensure that interventions are

Globally, randomised controlled trials (RCTs) are

backed by evidence of sufficient quality to justify
investment in implementation and scale-up. Since its
introduction in the 1970s, the term ‘evidence-based
intervention’ has moved from being an intellectual
curiosity to a central component in conversations
about health or behavioural interventions. There have
been substantial successes with evidence-based
medicine and policy development, but they are not
without critics.2

based medicine is built upon the foundation of the

increasingly seen as the gold standard of programme
evaluation, representing the best way to determine
whether new interventions are effective.3, 4 EvidenceRCT. It is rare, particularly in clinical practice, for
evidence other than that emanating from an RCT
to be considered of sufficient evidentiary standard –
despite the fact that a great deal of clinical practice
remains based on professional experience and
observation. Others argue that the ‘hegemony’ of the
RCT marginalises intervention types that do not lend
themselves to an RCT design.5
In this article, we discuss the phases of scientific

* Mark Tomlinson and Marguerite Marlow are with the Department
of Psychology, Stellenbosch University. Catherine Ward is with the
Department of Psychology and the Safety and Violence Initiative,
University of Cape Town.

discovery and the research standards that some
argue are necessary before scaling up interventions.
We also outline the core characteristics of RCTs,
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such as randomisation, efficacy and effectiveness,

Table 1: Definitions

and discuss the benefits of using the RCT as the
standard of intervention evaluation. Finally, we will
juxtapose this with a discussion of the limitations of

Control group

The group of individuals who do not
receive the treatment condition, against
which the outcomes of the intervention
can be compared.

Effectiveness

The extent to which a specific
intervention, when used under ordinary
circumstances, does what it is intended
to do.

Efficacy

The extent to which an intervention
produces a beneficial result under ideal
conditions.

External
validity

The extent to which the results can be
generalised to populations beyond the
trial. Are the results valid for populations
in which the intervention was not
originally tested?

RCT and how other methods can be used as a way
of testing interventions.

How and why is evidence built?
Efficacy and effectiveness
If policymakers propose to invest in a violence
prevention intervention (a parenting programme, a life
skills curriculum, reducing access to alcohol)6 then
one of the central questions should be: does that
intervention achieve the outcomes that are expected
of it, so that it will be a worthwhile investment of
taxpayers’ money? The purpose of an efficacy trial is
to answer precisely that question: did the intervention
make a difference, and how sure can we be that it
was the intervention (and not something else) that
made the difference? This is a question of internal
validity (see Table 1 for a summary of definitions).
Internal validity is the extent to which bias and
confounding variables that may unintentionally affect
the results are kept to a minimum in the conduct of

This gives researchers the confidence
to conclude that what they did in the
study caused what they observed to
happen, i.e., that the outcome is the
Internal validity result of the treatment. A research study
with high internal validity lets you choose
one explanation over another with a lot
of confidence, because it avoids (many
possible) confounds.
Intervention
group

A group of participants allocated a
particular treatment.

Selection bias

A systematic distortion of evidence
that arises because people with
certain important characteristics are
disproportionately more likely to wind
up in one condition. Although random
assignment theoretically eliminates
selection biases, a bias can still occur.
Another common problem is bias in
selection to the trial at all – not only to
which arm of the trial.

a trial. Efficacy trials emphasise internal validity, and
answer the question: ‘Does this intervention work
under optimal conditions?’
Effectiveness trials, by contrast, answer a different
question: ‘Does this intervention work under “real
world” conditions?’7
Efficacy and effectiveness exist on a continuum.
Taking part in research often involves procedures and
commitments that are different from routine practice.
It may not be possible for an intervention delivered
under carefully controlled research conditions to be
replicated under routine conditions. This presents
a challenge to evaluating the impact of large-scale
public health programmes.8 Limitations associated
with how study participants are selected, participant
characteristics and trial management may also affect
the relevance and feasibility of interventions based
on RCT research. For these reasons, there is debate
about the use and relevance of RCTs, especially in
non-medical fields.9
44
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Generalisability
Related to issues of efficacy and effectiveness,
another important question is whether the
intervention will work with a different group of people.
If a parenting programme was tested in Soweto
with Setswana speakers, will it also work with
isiZulu speakers in Ixopo, and Afrikaans speakers
in Eldorado Park? This question – one of external
validity, or generalisability – is crucial if policymakers
wish to roll the programme out widely (see Box 1).
If it was established as effective in one place, will it
remain effective when taken to other places?

Efficacy and effectiveness are linked to the concept

to identify key components of an intervention. In

of generalisability. When a trial is conducted in an

Phase 2, investigators include efficacy studies

ideal setting with all factors and variables being

(usually an RCT) that assess whether the intervention

controlled (as far as is possible) by the researcher, it

is effective under ideal conditions.14 After efficacy of

may lack a measure of generalisability. Characteristics

the intervention has been established, investigators

of those enrolled in a study (e.g. sex, age, severity

shift the focus to studies in routine clinical conditions,

of the disease, racial groups) are primary factors

to investigate intervention effectiveness in the real

in generalisability.10 For example, a study of a

world (Phase 3). These studies may be implemented

counselling intervention targeted at women may not

in target populations over a longer time period to

necessarily generalise to men or children.

identify other effects. Scaling up interventions that are

Geographic settings (urban versus rural) and health

scientifically proven and applicable to the everyday

care systems can also be significant factors,11

procedures of violence prevention practice can be

particularly when something more complex than

challenging, and form Phase 4.

a drug (e.g. screening programmes, behavioural

These five phases work together with standards

therapy) is being tested. Multiple factors

set by the Institute of Medicine,15 the Society

determine the external validity (i.e. generalisability
or applicability) of studies, including of RCTs:
characteristics of those taking part in the programme
and in the study, the problem under investigation,
costs, compliance, co-morbidities and concomitant
interventions. Also, certain aspects of study design –
eligibility criteria, study duration, mode of intervention,
outcomes, adverse events assessment, or type of
statistical analysis – greatly influence the degree of
generalisability.12

Phases of scientific discovery
For scientific evidence to be useful to policymakers,
they need to distinguish which research and types

for Prevention Research and other communities
of researchers16 to provide a framework for
understanding what is good and sufficient evidence
for establishing that an intervention should be
implemented as a matter of policy. According to these
standards, scale-up or countrywide implementation
would be dependent on the completion (for each
intervention) of (a) two high-quality efficacy RCTs,
(b) two high-quality effectiveness RCTs, followed by
(c) dissemination research that has established that
the intervention can be delivered with fidelity to the
model, and (d) information about the intervention’s
costs (see Figure 1 for a summary of these stages).

of evidence will be most useful to them, which

In addition, policymakers need to make decisions

means understanding how new interventions are

about how to weigh the evidence when considering

developed and taken to scale. Thornicroft and

implementation.18 Victora and colleagues have

colleagues13 propose a five-phase schema to

proposed three levels of evidence to guide

understand research terminology and the discovery,

decisions:19

development, dissemination and implementation of
new interventions.
The starting point for any scientific discovery (Phase
0) is exploring relevant theories, generating
hypotheses about how interventions might work, and
conducting fundamental epidemiological research to
understand factors driving the problem. These

• Adequacy evidence – was the intervention
implemented and found to be successful?
• Plausibility evidence – were the changes found in
adequacy evidence shown to not be due to other
influences?
• Probability evidence – were the changes observed

understandings can then be transferred to develop

not due to chance? For probability evidence, RCTs

interventions. Phase 1 includes early studies that aim

are needed.
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Figure 1: Phases of scientific discovery and research standards
Efficacy trials
(ideal conditions)
Clear operationalisation of
intervention
Use of most rigorous
research design possible

Phase 0: Basic science
Phase 1: Initial efficacy trials

Clear specification of
sample
Use of valid outcome
measures
Impact of practical public
health value
Impacts maintained at least
six months after end of
intervention
Replication of programme
impact in at least two
separate trials

Phase 1

Phase 2

Why randomised controlled trials,
and where do they fit in?
RCTs are most successful in achieving high levels of
internal validity and are thus considered the standard
method for efficacy and effectiveness trials.20 RCTs
have a simple intention: to compare what would have
happened in one group if the intervention was not
received, with what happens when the intervention
is received in another, otherwise equivalent, group.
At the start (before the intervention is provided)
those two groups must be equal in terms of their
experience of the problem and characteristics that
affect their experience. For instance, if the problem
being addressed is child aggression, at the start both
groups of children must be equal on a measure of
child aggression, and have the same spread of age
and gender of children (since older children and boys
tend to be more aggressive, one must have equal
numbers of older and younger children, and of boys
and girls, in both groups). A defining characteristic
of the RCT is that research participants who receive
the intervention and the participants who make up
46
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Effectiveness trials
(real-life conditions)
Effectiveness trials must
meet all of the standards
for efficacy trials, plus:
• Programme
operationalised in
manuals, training and
technical support
• Theory of causal
mechanisms
• Clear statement of
population that benefits

Dissemination research
Evidence must meet
standards of effectiveness
Evidence must be available
that intervention can be
delivered with fidelity to
model tested
Cost information must be
available
Intervention must be
supported by monitoring
and evaluation tools

• Measures of intervention
exposure, integrity and
implementation
• Real-world target
population and sampling
methods given

Phase 3

Phase 4

the control group (i.e. those who do not receive the
intervention) are randomly assigned to those groups
(hence randomised controlled trial). With a sufficiently
large sample, randomisation ensures fair distribution
of the problem and related characteristics across
the two groups. This capacity of RCTs to ensure a
fair comparison between intervention and control
groups is a particular strength, as it allows the most
accurate possible estimate of what would have
happened if the intervention group had not received
the intervention.21 Given an adequate sample size,
the RCT typically surpasses all other designs in terms
of its statistical power to detect the predicted effect
of the intervention.22
However, randomisation may face opposition from
policymakers and practitioners, who may believe
in the value of an intervention for certain individuals
or groups, often regardless of its actual evidence
base, and therefore oppose random allocation.23 For
instance, in one trial – testing a substance abuse
intervention in a community health centre, with
the hope that it would reduce substance-related

aggression as well as substance misuse and HIV risk

enrolled.30 In many settings, RCTs emphasise

behaviours – nurses in the health centre tried to refer

standardised interventions that might be too rigid

patients to the intervention group in the belief that the

when they need to be tailored for local population

intervention would help them, regardless of the fact

needs or other settings.31 There are also concerns

that the intervention had yet to be tested. However,

about the extent to which trials conducted in high-

only after the intervention has been tested in a high-

income settings apply to low- and middle-income

quality evaluation can we have any certainty that it

countries (LMIC).32 It cannot be assumed that

is effective. It is entirely possible that the intervention

there will be a universal response to an intervention

could have very little effect (as was in fact the case

across contexts, since a delivery system (such as a

for that substance abuse intervention)24 or even do

health system) in one context may have particular

harm. Famously, a substance abuse intervention

capacity for training, contact between health workers,

that was rolled out widely in US high schools cost an

supervision and population differences that will

enormous amount and made no difference to those

determine the effect of an intervention and to what

receiving the programme: they were just as likely to

extent it can be successfully implemented,33 while

use drugs and alcohol as those who did not. Even

delivery systems in other contexts may have different

more concerning, a common-sense delinquency

characteristics.

25

prevention programme – taking youth at risk into
prisons so that convicted offenders could scare
them away from their lives of delinquency – turned
out to increase offending in the young people, rather
than deterring them.26 In the long run, therefore,
randomly assigning people to groups – knowing that
people in need may end up in the control group and
receive nothing – is more ethical than not using either

Other limitations of RCTs are that they are timeand energy-intensive as well as expensive, and
may not be feasible for all interventions or settings.
These threats to external validity limit the potential
generalisation of the research results, an important
consideration given the increasing emphasis on the
translation of research results into practice.34

random assignment or a control group,27 providing of

One common response to this is to try to have tests

course that implementers truly do not know what the

of programmes explicitly examine ‘what works for

outcome of the intervention will be.

whom, in what circumstances, in what respects

In the case of difficulties with, or objections to,
individual randomisation, one possible solution is to
use a cluster RCT, with the group (cluster) rather than
the individual as the unit of randomisation. Members
of a cluster (e.g., village, clinic, community) who
might naturally influence one another or be affected
as a group by prevailing conditions are clustered
together and then randomised.28

and how’, an approach called ‘realist evaluation’.35
This makes sure that the mechanisms that actually
produced the change are clearly specified and
consistent with the best available scientific theory
and evidence, providing policymakers with the very
detailed and practical understanding of a programme
that is necessary before deciding whether that
programme may be suitable for their context or not.36

RCTs are one of the most reliable methods of
determining the effects of a treatment, because

Case study: Box 1

they are high in internal validity. However, they – like

Cognitive therapy-based intervention using

other trial designs that are used under very particular
conditions – are not necessarily high in external
validity. For instance, RCTs are often conducted
with specific types of people under highly controlled
conditions, and making inferences to the wider
population may be difficult.29 Recruitment often
employs stringent eligibility criteria to minimise
adverse events and potential non-responders.
Some trials screen up to 68 people for each person

community health workers (Pakistan)
Rahman and colleagues implemented a
cognitive behavioural intervention in which
local health workers, known as Lady Health
Workers, delivered a mental health intervention
component.37 One of the difficulties with
implementing health interventions is the lack
of adequately trained professionals in most
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LMIC, especially in the case of mental health
interventions where, in some countries, the
treatment gap approaches 90%.38 In Pakistan,
Lady Health Workers are women who have
completed secondary school and are trained to
deliver preventive maternal, neonatal and child
health care and education in the community.
Lady Health Workers provide services to about
80% of the rural population of Pakistan. A
cluster RCT was conducted with depressed
women in their third trimester of pregnancy.
Lady Health Workers were trained to deliver
the intervention, while in control clusters Lady
Health Workers who had not been trained
in mental health made an equal number of
visits to depressed women. The intervention
halved the rate of prenatal depression in the
intervention group. In addition, women receiving
the intervention had better overall functioning
and less disability up to a year later. Other health
benefits included fewer episodes of diarrhoea
and higher levels of immunisation in the
intervention group. The intervention is a pivotal
one because it is not dependent on a new or
separate mental health workforce for its delivery.
Rahman and colleagues argue that evidence
of this sort is crucial in order to convince LMIC
policymakers of the importance of integrating
interventions such as these into the existing
health system. This study is frequently used as
evidence for how mental health interventions
can be delivered by community health workers
and how they can feasibly be delivered at
scale – and this is undoubtedly true. There are
a number of potential problems, however, with
using evidence such as this in countries other
than Pakistan. One is the lack of similar existing
cadres of functioning community health workers
such as the Lady Health Workers. Most LMIC
do not have such an extensive workforce, and
when they do there are significant problems with
management, care delivery and supervision.39 In
addition, it is likely that the prevailing cultural and
contextual conditions in this region of Pakistan
(such as maternal seclusion after birth, and not
being permitted visitors unless they are family)
may limit the external validity of these data.

48

institute for security studies

Alternatives to the RCT
Aside from external validity, there are many other
reasons why an RCT might not be the best method
to assess intervention effectiveness. Reasons might
include the following: when the impact is likely to be
large, making randomisation potentially unethical;
when the timing of the impact is likely to be long,
making follow-up and assessment too expensive;
or in a situation where a national roll-out of an
intervention (such as in the Integrated Management
of Childhood Illness [IMCI]) has already occurred,
because a policy (or ideological) decision has been
made about implementing a particular intervention.40
In these cases, random allocation may not be
possible. But there are alternatives, for instance:
• In consultation with policymakers, it might be
possible to use a ‘stepped-wedge’ design,
where implementing the intervention in certain
areas is delayed – here the order of receiving the
intervention is randomised.
• In some cases, there may be a clear cut-off that
defines who gets the programme and who does
not. For instance, the government may decide that
only those whose household income is below a
certain level will get the programme. Bonell and
colleagues argue that in cases such as this a
‘regression-discontinuity’ analysis can be used,
which examines the association between the
outcome of the intervention and the measure
of need.41 Under certain conditions (such as a
very large sample size), regression discontinuity
designs can be just as powerful as RCTs. This
approach was used to evaluate pre-kindergarten
(the equivalent of Grade R) in Tulsa, Oklahoma.42
All children had to attend pre-kindergarten, and so
randomisation was impossible – but the regression
discontinuity design used in the evaluation
provided convincing evidence that the city’s
investment in pre-kindergarten led to worthwhile
outcomes for children.43
• Another alternative design is what is known
as non-random quantitative assignment of
treatment.44 In this design, participants are
assigned to a treatment group based on need or
merit, rather than random assignment. A good
example of this is the school lunch programme in

the United States (US) where household income

and practice. Within this framework the design

(below the poverty line) is used to assign children

and conduct of the research is categorised in

to receiving school lunches. Statistical analysis

terms of strength of evidence. In one of the most

then models the functional relationship between

widely-used frameworks, there are five levels of

the quantitative assignment variable (household

evidence.48 These range from level 5, the lowest level

income level) with the known outcome variables

of support (expert opinion), to level 1, the highest

(such as health, concentration at school and

– a meta-analysis of randomised controlled trials

academic achievement).45

addressing the same problem, which can provide

• A similar design is a non-randomised cohort study

clarity on both whether the proposed intervention

where two groups are followed over time with

works and under what conditions. If many studies

baseline assessments, intervention is delivered

carried out in different settings together result in

to one group and not the other, and follow-up

the conclusion that the programme generally has

interviews are conducted to assess outcome. In

an effect, then one can have greater confidence

this case two neighbourhoods can be chosen

that it will work in a new setting. Each of the other

and matched as closely as possible. Without

‘levels’ of evidence (levels 2, 3, 4) of experimental

randomisation, ascribing change solely to the

design can then be seen as increasing the potential

intervention is difficult, but if changes are in the

for the outcomes to be confounded by factors that

hypothesised direction, policymakers might have

are external to the experiment, or an inherent part

sufficient evidence of effectiveness to implement.

of it, and are therefore weaker and less useful for

• A final option is a repeated cross-sectional survey
(or interrupted time series), which permits the
evaluation of secular trends.46 These are, however,
expensive and prone to selection bias, although
if routinely collected administrative data is of

making policy decisions.49 Olds has argued that if
policy and practice recommendations (in his case,
for parenting interventions) are based on RCTs that
meet the most stringent RCT requirements, they will
have the greatest chance of being efficacious when

sufficient quality they can be very helpful and are

disseminated and implemented at scale.50

relatively cheap, since they are gathered routinely

Weaker evaluations mean that there is less chance

and not just for the purposes of the evaluation.

that programmes will be effective when implemented

For instance, crime statistics collected by the

widely and under real-world conditions. In addition,

US Federal Bureau of Investigation (FBI) were

even implementing an established programme with

combined with data collected by the television

a strong evidence base in a new setting runs the risk

industry to explore whether the introduction

of changing some of the fundamental characteristics

of television had increased violent crime in the
US. A time series design was used to clearly
demonstrate that violent crime had not increased,
but that theft had increased as television was
introduced.47

that led to programme success in the earlier settings
(see Box 2). For this reason, every programme, no
matter how strong its evidence base, should be
evaluated when it is moved to a new setting.51 For
instance, when Strengthening Families (a substance

The point is that programmes that are to be rolled

misuse prevention programme shown to be effective

out widely (and where people cannot be randomised)

in one setting) was implemented in a different

must still be evaluated, using the best possible

setting (in the US – the same country in which it was

research design.

originally tested) it was much appreciated by the

Scale-up and ‘when is there
enough evidence’

families receiving it, but made no difference to their
children’s behaviour.52 In cases where a programme
is moved, but a full evaluation is not possible,

Attempts have been made to rank the levels

some basic monitoring (for instance, comparing

of evidence in order to assist policymakers in

children’s behaviour at the start and at the end of the

making decisions about evidence-based policy

programme) should be carried out.
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Case study: Box 2
Nutrition and psychosocial stimulation and
mental development of stunted children
(Jamaica)
Grantham-McGregor and colleagues
implemented an intervention study of nutritional
supplementation and psychosocial stimulation of
stunted children.53 A total of 129 children were
randomly assigned to four groups: nutritional
supplementation only; psychosocial stimulation
only; nutritional plus psychosocial stimulation;
and a control group. There was also a group
of matched non-stunted children. Community
health aides delivered the intervention. The
results of the study were compelling and showed
how nutritional supplementation had a beneficial
effect on stunted children’s mental development.
Importantly though, the treatment effects
were additive, with the combined intervention
(nutritional plus psychosocial stimulation) being
significantly more effective than either of the
stand-alone interventions.54 This study is one
of the most frequently cited papers in the child
development literature and has had a significant
impact on the design of interventions in many
LMIC.55 A recent 20-year follow-up on the
same sample found that the earnings of the
stimulation group were 25% higher than those
of the control group and had caught up to the
earnings of a non-stunted comparison group.56
This study is unquestionably an important
and seminal one. There are, however, two
particular issues that should be borne in mind
when using this data to inform scale-up or
interventions in other countries. The first is the
small sample size – only 32 children received the
supplementation and psychosocial intervention.
The second has to do with the relevance of
this data (particularly the long-term economic
finding) to most other LMIC. Jamaica has a very
high rate of pre-school attendance, unlike most
LMIC. The early impact of the supplementation
and psychosocial stimulation is an important
and compelling finding, but it is possible that
part of the explanation for the long-term benefit
of the early intervention is the additive booster
benefit of a high enrolment in pre-school. It is
possible that in countries where enrolment in
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crèches or pre-school is very low, the benefits
of the early intervention may disappear over
time. This is of course an empirical question
and should be tested, but the issue is testament
to the limitations of RCTs and how longitudinal
assessment in many countries is vital in order to
make meaningful policy decisions.

Conclusions
Where does this leave policymakers? There are
several principles to apply. Firstly, if a meta-analysis
finds that a programme is effective, it is likely to be
a good investment. At that point, experts should
be commissioned to ensure cultural acceptability
in the new setting, and to evaluate it – preferably
using an RCT, to ensure good estimation of effect.
Secondly, if there is no meta-analysis, one might
commission experts to conduct one if enough
RCTs testing the programme have been carried
out. Thirdly, if a programme has shown promise in
one RCT or in other forms of evaluation, conduct
at least two RCTs before considering rolling the
programme out. Programmes that are grounded
in strong theory and have clear manuals to guide
them are more likely to be effective than those that
do not meet these criteria.57 If programmes must
be taken to scale immediately, there is no reason
not to phase them in carefully in a cluster RCT.
For instance, the government of the Democratic
Republic of the Congo has invested in a programme
aimed at improving children’s numeracy, literacy and
socio-emotional well-being. Schools were clustered
together in clusters of three to six schools, with
clusters randomly assigned, either to receive the new
programme immediately or to be allocated to the
control group, which will receive the programme at a
later date. This allows for the programme to be tested
in a thorough cluster RCT, at a level approaching
scale, achieving two goals for policymakers: (1)
making a potentially effective programme available to
many children, while (2) ensuring that it is rigorously
tested under real-world conditions, before scale is
completely reached.58
In this article we have argued that policymakers
should consider evaluation of programmes an

essential investment, as part of their responsibility
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to taxpayers, to ensure that public funds are wisely
invested. We have discussed how RCTs are very
powerful designs but may not always be possible,
and have a number of limitations. Given this, we
have suggested a number of alternative designs and
approaches to evaluation that can help policymakers
decide on which programmes might work best,
and how to assess them in new settings. That
policymakers should draw on the strongest possible
evidence, and that programmes should be monitored
and evaluated, are, however, beyond question.
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http://www.issafrica.org/sacq.php

Notes
1

C Pope, Resisting evidence: the study of evidence-based
medicine as a contemporary social movement, Health, 7:3,
2003, 267–282.

2

T Greenhalgh et al, Evidence based medicine: a movement
in crisis?, BMJ, 348, 2014, g3725.

3

DT Campbell and JJ Russo, Social experimentation,
Thousand Oaks: Sage, 1999.

4

WR Shadish, TD Cook and DT Campbell, Experimental and
quasi-experimental designs for generalized causal inference,
Boston: Houghton Mifflin, 2002.

5

CP Bonell et al, Alternatives to randomisation in the
evaluation of public health interventions: design challenges
and solutions, J Epidemiol Community Health, 65:7, 2011,
582–7.

18

6

See the World Health Organization’s series of briefings on
the evidence for effective violence prevention interventions:
World Health Organization (WHO), Violence prevention:
the evidence, Geneva: WHO, 2009, http://www.who.int/
violence_injury_prevention/violence/4th_milestones_meeting/
publications/en/.

DA Ross et al, The weight of evidence: a method for
assessing the strength of evidence on the effectiveness of
HIV prevention interventions among young people, in DA
Ross, B Dick and J Ferguson (eds.), Preventing HIV/AIDS
in young people: a systematic review of the evidence from
developing countries, Geneva: WHO, 2006, 79–102.

19

7

M Godwin et al, Pragmatic controlled clinical trials in primary
care: the struggle between external and internal validity, BMC
Medical Research Methodology, 3:1, 2003, 28.

8

CG Victora, J-P Habicht and J Bryce, Evidence-based
public health: moving beyond randomized trials, Journal
Information, 94:3, 2004.

CG Victora, JP Habicht and J Bryce, Evidence-based
public health: moving beyond randomized trials, Am J
Public Health, 2004, 400–5; JP Habicht, CG Victora and JP
Vaughan, Evaluation designs for adequacy, plausibility and
probability of public health programme performance and
impact, Int J Epidemiol, 28:1, 1999, 10–8.

20

CG Victora, J-P Habicht and J Bryce, Evidence-based
public health: moving beyond randomized trials, Journal
Information, 94:3, 2004.

21

CP Bonell et al, Alternatives to randomisation in the
evaluation of public health interventions: design challenges
and solutions, J Epidemiol Community Health, 65:7, 2011,
582–7.

22

Ibid.

23

Ibid.

24

JR Mertens et al, Effectiveness of nurse-practitioner-delivered
brief motivational intervention for young adult alcohol and
drug use in primary care in South Africa: a randomized
clinical trial, Alcohol and Alcoholism, 49:4, 2014, 430–38.

9

10

L Rosen et al, In defense of the randomized controlled trial
for health promotion research, American Journal of Public
Health, 96:7, 2006, 1181; S Tilford, Evidence-based health
promotion, Health Education Research, 15:6, 2000, 659–
663; SG West et al, Alternatives to the randomized controlled
trial, American Journal of Public Health, 98, 2008, 1359–
1366; M Slade and S Priebe, Are randomised controlled trials
the only gold that glitters?, The British Journal of Psychiatry,
179:4, 2001, 286–287.
G Gartlehner et al, Criteria for distinguishing effectiveness
from efficacy trials in systematic reviews, Rockville: Agency
for Healthcare Research and Quality, 2006.

SA Crime Quarterly No. 51 • march 2015

51

52

25

S Birkeland, E Murphy-Graham and CH Weiss, Good
reasons for ignoring good evaluation: the case of the drug
abuse resistance education (D.A.R.E.) program, Evaluation
and Program Planning, 28, 2005, 247–56.

47

KM Hennigan et al, Impact of the introduction of television on
crime in the United States: empirical findings and theoretical
implications, Journal of Personality and Social Psychology,
42:3, 1982, 461–477.

26

A Petrosino, C Turpin-Petrosino and J Buehler, Scared
straight and other juvenile awareness programs for
preventing juvenile delinquency: a systematic review of the
randomized experimental evidence, Annals of the American
Academy of Political and Social Science, 589, 2003, 41–62.

48

PB Burns, RJ Rohrich and KC Chung, The levels of evidence
and their role in evidence-based medicine, Plastic and
Reconstructive Surgery, 128:1, 2011, 305.

49

Oxford Centre for Evidence-Based Medicine (OCEBM)
Levels of Evidence Working Group, The Oxford 2011 levels
of evidence, OCEBM, 2011, http://www.cebm.net/index.
aspx?o=5653.

50

DL Olds, L Sadler and H Kitzman, Programs for parents of
infants and toddlers: recent evidence from randomized trials,
J Child Psychol Psychiatry, 48:3–4, 2007, 355–91.

51

FG Castro, M Barrera and LKH Steiker, Issues and
challenges in the design of culturally adapted evidencebased interventions, Annual Review of Clinical Psychology, 6,
2010, 213–39.

52

D Gottfredson et al, The Strengthening Washington DC
Families Project: a randomized effectiveness trial of familybased prevention, Prevention Science, 7:1, 2006, 57–74.

53

SM Grantham-McGregor et al, Nutritional supplementation,
psychosocial stimulation, and mental development of stunted
children: the Jamaican study, Lancet, 338:8758, 1991, 1–5.

54

Ibid.

55

S Grantham-McGregor et al, Developmental potential in the
first 5 years for children in developing countries, The Lancet,
369:9555, 2007, 60–70.

56

P Gertler et al, Labor market returns to an early childhood
stimulation intervention in Jamaica, Science, 344:6187,
2014, 998–1001.

57

BR Flay et al, Standards of evidence: criteria for efficacy,
effectiveness and dissemination, Prev Sci, 6:3, 2005,
151–75.

58

JL Aber et al, Cluster randomized trial of a large-scale
education initiative in the Democratic Republic of the Congo:
baseline findings and lessons, paper presented at Society
for Research on Educational Effectiveness Spring 2012
Conference, Washington DC, 9 March 2012.

27

L Rosen et al, In defense of the randomized controlled trial
for health promotion research, American Journal of Public
Health, 96:7, 2006, 1181.

28

Ibid.

29

Ibid.

30

CP Gross et al, Reporting the recruitment process in clinical
trials: who are these patients and how did they get there?,
Annals of Internal Medicine, 137:1, 2002, 10–16.

31

D Nutbeam, Evaluating health promotion – progress,
problems and solutions, Health Promotion International,
13:1, 1998, 27–44.

32

PM Rothwell, External validity of randomised controlled trials:
‘To whom do the results of this trial apply?’, The Lancet,
365:9453, 2005, 82–93.

33

CG Victora, J-P Habicht and J Bryce, Evidence-based
public health: moving beyond randomized trials, Journal
Information, 94:3, 2004.

34

SG West et al, Alternatives to the randomized controlled trial,
American Journal of Public Health, 98, 2008, 1359–1366.

35

R Pawson et al, Realist review – a new method of systematic
review designed for complex policy interventions, J Health
Serv Res Policy, 10:1, 2005, 21–34.

36

Ibid.

37

A Rahman et al, Cognitive behaviour therapy-based
intervention by community health workers for mothers with
depression and their infants in rural Pakistan: a clusterrandomised controlled trial, The Lancet, 372:9642, 2008,
902–9.

38

C Lund et al, PRIME: a programme to reduce the treatment
gap for mental disorders in five low- and middle-income
countries, PLoS Med, 9:12, 2012, e1001359.

39

K Daniels et al, Research supervision of community peer
counsellors for infant feeding in South Africa: an exploratory
qualitative study, Human Resources for Health, 8:6, 2010.

40

CP Bonell et al, Alternatives to randomisation in the
evaluation of public health interventions: design challenges
and solutions, J Epidemiol Community Health, 65:7, 2011,
582–7.

41

Ibid.

42

WT Gormley Jr et al, The effects of universal pre-K on
cognitive development, Dev Psychol, 41:6, 2005, 872–84.

43

Ibid.

44

SG West et al, Alternatives to the randomized controlled trial,
Am J Public Health, 98:8, 2008, 1359–66.

45

Ibid.

46

CP Bonell et al, Alternatives to randomisation in the
evaluation of public health interventions: design challenges
and solutions, J Epidemiol Community Health, 65:7, 2011,
582–7.

institute for security studies

Violence prevention
programme
Consideration for selection and
implementation
Anik Gevers and Elizabeth Dartnall*
anik.gevers@mrc.ac.za
elizabeth.dartnall@mrc.ac.za
http://dx.doi.org/10.4314/sacq.v51i1.6
Public health violence primary prevention
programmes are designed to engage all people, not
only at-risk groups. Currently programmes such as
those described in the Jama Shai and Sikweyiya
article in this edition tend to focus on groups at
different stages of the lifespan – for example, parents
and infants, or teenagers, or young adult community
members. There is no evidence to suggest that
targeting one developmental period over another is
more effective. Given the onset of risk factors early
in life (as discussed in the Skeen et al article in this
edition), and the likelihood of continued exposure to
risk factors, primary prevention efforts must start early
and continue to be implemented across the lifespan.
Implementation of evidence-based primary prevention
programmes across the lifespan is essential if we
are to achieve the development goals of the National
Development Plan.
Since policymakers and implementing organisations
face the challenge of deciding which violence
prevention programmes to invest in, and how to
effectively and sustainably implement them at scale,
we offer this checklist as a guide.

* Anik Gevers is affiliated to the Gender & Health Research Unit,
Medical Research Council, the Adolescent Health Research
Unit, University of Cape Town and the Sexual Violence Research
Initiative. Elizabeth Dartnall is with the Sexual Violence Research
Initiative.

Selection tips
What to consider when selecting a violence
prevention programme:
• Is the programme supported by good
evidence? Select existing, evidence-based
interventions that have shown effectiveness
through rigorous evaluation (as discussed in the
Tomlinson et al article) or, in the absence of these,
programmes where preliminary studies show
promise or effectiveness – rather than developing
new interventions.
• Is there a reality-based implementation
strategy? Programmes tested in similar settings
with clear and feasible implementation models
should be preferred over those tested and scaled
up in very different, higher-resourced settings.
• What costs are involved in implementing
the programme? Reviewing the costs of the
programme will be helpful for policymakers and
implementers to understand the costs involved
in successful implementation and thus to allow
for adequate budgeting. Programme developers
and evaluators must ensure that they gather and
publish this information.
• What is the programme’s theory of change
and how does it address factors at different
levels of the ecological model? Ensure that
the selected programme has a strong theoretical

SA Crime Quarterly No. 51 • march 2015

53

basis (i.e. addresses causal factors of violence)
and addresses factors at different levels of the
ecological model, based on current literature and
developments in the field.1

• Formative monitoring, evaluation and phase-

• Does the programme use participatory
approaches to learning? The interventions
should use participatory, rather than didactic,
approaches to engage participants in a process of
transformation.2

kind of phase-based approach to rolling out a

• Is the programme manualised? Clear, userfriendly manuals and training programmes are
helpful to ensure that interventions are implemented
with fidelity, which will increase the likelihood of
achieving the desired outcomes.
• Does the programme address the core content
outlined below? Core content should include:3
• Challenging hegemonic constructions of gender
and gender inequities
• Promoting respectful, healthy relationship skills
such as caring and kindness, and open, assertive
communication and conflict resolution

to ensure that the programme will be acceptable,
feasible and relevant within your setting. This
programme has budgetary implications, but may
save money in the long term and increase the
positive impact by ensuring that a programme is
effective and appropriate for its setting, especially if
it is being implemented in a context different to that
in which it was developed and evaluated.
• Partnerships: Where possible, it may be
advantageous to partner with other organisations
that have implemented the same or similar
programmes, or, where possible, to work with
the developer to assist with adaptation and
implementation advice, based on previous
experiences with the programme. In our experience
of doing local and regional capacity development
work in this field, organisations with a strong track
record of developing and implementing such
programmes have extensive lessons on what has

• Fostering supportive carer–youth relationships

worked well and why, as well as what has not

• Advocating positive discipline strategies that
build self-esteem, social skills, and feelings of
supportiveness and nurturing

worked and why, that are not always reported or

• Encouraging adaptive stress management
and coping strategies, help seeking and the
promotion of well-being

partnerships with experienced intervention

published. New implementers or policymakers
can access and apply these learnings through
developers and evaluators.
• Training for transformation: Training and

Tips for implementation and scale-up

ongoing support for facilitators and supervisors

Considerations for the successful implementation and
scale up of effective violence prevention programmes:

success and sustainability of primary prevention

• Resource allocation: Allocate adequate
resources (staff time and budget) to implement
the full programme. Programme developers and
evaluators should make this information clear in
their cost analysis report to guide policymakers and
implementers.

transformative process, and therefore it is essential

• Milestone-based programming: Develop a clear
implementation plan associated with resource
allocation, and a strong monitoring and evaluation
framework to ensure fidelity to the model, to
understand the impact and on-going success of
the programme, and to ensure continued relevance
or guide any further adaptations.
54

in planning: Conduct some formative pilot work
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are particularly important for the long-term
programmes. These interventions are a
that supervisors and facilitators go through the
programme themselves as part of pre-service
training. Training and support are fundamental and
must thus be included in the budget.
• Management, mentoring and support:
Ongoing, regular support and supervision
contribute to maintaining a high-quality
programme and preventing burnout among
programme implementers. For example, weekly
group meetings with programme staff to share
experiences, challenges and achievements, and
to discuss needs or ideas for any adaptations or

improvements are important. These interactions
maintain staff morale and dedication as well as
fidelity to the programme model, and facilitate
ongoing development and strengthening of the
programme in systematic ways.
To comment on this article visit
http://www.issafrica.org/sacq.php
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